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Clinical indicates that CELONTIN: 
. provides effective control with minimal side effects in the treatment of 
petit mal and psychomotor epilepsy; 
- frequently checks seizures in patients refractory to other medications; 
» has not been observed to increase incidence or severity of grand mal 
attacks in patients with combined petit and grand mal seizures. 
Optimal dosage of CELONTIN should be determined by individual 
needs of each patient. A suggested dosage schedule is one 0.3 Gm. 
Kapseal daily for the first week. If required, dosage may be increased 
thereafter at weekly intervals, by one Kapseal per day for three weeks, 
to maximum total daily dosage of four Kapseals (1.2 Gm.). 
1. Zimmerman, F. T., and Burgemeister, B.: Arch. Neurol. &© Psychiat. 72:720, 1954. 
2. Zimmerman, F. T., and Burgemeister, B.: ].A.M.A. 157:1194, 1955. 
3. Zimmerman, F. T.: Arch. Neurol. & Psychiat. 76:65, 1956. 
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the Parke-Davis family of anti-epileptics provides specificity 
and flexibility in treatment for convulsive disorders 
for grand mal and psychomotor seizures 

DILANTIN® Sodium (diphenylhydantoin sodium, Parke-Davis) is supplied in a variety of 


forms —including Kapseals® of 0.03 Gm. and of 0.1 Gm. in bottles of 100 
and 1,000. 


PHELANTIN® Kapseals (Dilantin 100 mg., phenobarbital 30 mg., desoxyephedrine hydro- 
chloride 2.5 mg.), bottles of 100. 


for the petit mal triad 
CELONTIN® Kapseals (methsuximide, Parke-Davis), 0.3 Gm., bottles of 100, 


; MILONTIN® Kapseals (phensuximide, Parke-Davis), 0.5 Gm., bottles of 100 and 1,000. 
MILONTIN Suspension, 250 mg. per 4 cc., 16-ounce bottles. 


DETROIT 32, MICHIGAN 
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a superior psychochemical 
for the management of both 
minor and major 


emotional disturbances 


dihydrochloride brand of thiopropazate dihydrochloride 
@® mor effective than most potent tranquilizers 
@ as well tolerated as the milder agents 
@ consistent in effects as few tranquiliz are 


Dartal is a unique development of Searle Research, 
proved under everyday conditions of office practice 


It is a single chemical substance, thoroughly tested and found particularly suited 
in the management of a wide range of conditions including psychotic, psycho- 
neurotic and psychosomatic disturbances. 


Dartal is useful whenever the physician wants to ameliorate psychic agitation, 
whether it is basic or secondary to a systemic condition. 


In extensive clinical trial Dartal caused no dangerous toxic reactions. Drowsiness 
and dizziness were the principal side effects reported by non-psychotic patients, 
but in almost all instances these were mild and caused no problem. 


Specifically, the usefulness of Dartal has been established in psychoneuroses with 
emotional hyperactivity, in diseases with strong psychic overtones such as ulcera- 
tive colitis, peptic ulcer and in certain frank and senile psychoses. 


Usual Dosage e In psychoneuroses with anxiety and 
tension states one 5 mg. tablet t.r.d. 


e In psychotic conditions one 10 mg. tablet t.2.d. 
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infections of the upper respiratory 


often follow 


ganisms — which 


4 Aspirin ........ 


TETRACYCLINE PHOSPHATE COMPLEX WITH PHENYLTOLOXAMINE AND APC 


Each TETREX-APC WITH BRISTAMIN Capsule contains: 


A broad-spectrum antibiotic 
TETREX (tetracycline phosphate complex) 


(tetracycline HCI activity) 


125 mg. 


An established analgesic-antipyretic combination 


150 mg. 
Phenacetin 120 mg. 
Caffeine 30 mg. 


A dependable antihistamine 


BRISTAMIN (phenyltol e, Bristol) 


25 mg. 


Dosage: Adults: 2 capsules at onset of symptoms, followed by 2 capsules 3 or 4 
times a day for 3 to 5 days. Children, 6 to 12 yrs.: One-half adult dose. 


Supplied: Bottles of 24 and 100 capsules. 
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How to provide unsaturated fatty acids 
without dieting 


With type as well as amount of fat in the human 4 How is corn oil most easily taken in the 
diet now assuming such importance, the new usual daily diet? 

role of corn oil as a source of unsaturated fatty answer: There is no need to disturb the daily 
acids has prompted these questions: routine of meals or to have separate 


diets for individual members of the 

family. MAZOLA Corn Oil can be 

1 what is the role of unsaturated fats in used instead of solid fats in preparing 
the daily diet? and cooking foods, it is also ideal for 


answer: There is now ample clinical evidence salad dressings. 


that unsaturated fats tend to lower 
the serum cholesterol level of human 
subjects, whereas saturated fats have 
the opposite effect. 


5 How can! obtain further information on 
the value of corn oil as a source of un- 
saturated fatty acids? 


2 How much of the important unsaturated 
fatty acids does corn oil provide? 


answer: The subject is reviewed in the book 
“Vegetable Oils in Nutrition.” Also 
available is a recipe book for distribu- 
tion to your patients. It tells how to 
use corn oil in everyday meals. Both 
books will be sent free of charge to 
physicians, on request. 


‘answer: MAZOLA Corn Oil yields an average 

| of 85 per cent unsaturated fatty acids. 
100 grams of MAZOLA will yield: 53 
grams of linoleic acid and 28 grams of 
oleic acid; it also provides 1.5 grams 
of sitosterols, and only 12 grams of 
saturated fatty acids. 


3 What is the best way to provide unsatu- ote, 
rated fatty acids? 
jqnewer: By balancing the types of fat in the > . 


daily diet. Many doctors now agree 
that from one third to one half of the 
total fat intake should be in the form 
of a vegetable oil such as corn oil 


(MAZOLA). 


CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N.Y. 
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IN ALL DIARRHEAS... REGARDLESS OF ETIOLOGY 


comprehensive control 
with 


SULFASUXIDINE PECTIN-KAOLIN-NEOMYCIN SUSPENSION 


SOOTHING ACTION... Kaolin and pectin coat and soothe the inflamed mucosa, ad- 
sorb toxins and help reduce intestinal hypermotility. 


BROAD THERAPY... The combined antibacterial effectiveness of neomycin and 
Sulfasuxidine is concentrated in the bowel since the absorption of both agents 
is negligible. 
LOCAL IRRITATION IS REDUCED and control is instituted against spread of infective 
organisms and loss of body fluid. 
PALATABLE creamy pink, fruit-flavored CREMOMYCIN is pleasant tasting, readily 
accepted by patients of all ages. 

MERCK SHARP & DOHME 


* Sulfasuxidine is a trade-mark of Merck & Co., Ine. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


4 
1X 
| 
j 
| 
a 


A NEW SKELETAL 
MUSCLE RELAXANT 


RoBAXIN — synthesized in the Robins Research Laboratories, and 
intensively studied for five years— introduces to the physician an 
entirely new agent for effective and well-tolerated skeletal muscle 
relaxation. ROBAXIN is an entirely new chemical formulation, with 


outstanding clinical properties: 


e Highly potent and long acting.”* 
e Relatively free of adverse side effects.'”***°” 


e Does not reduce normal muscle strength or reflex activity 
in ordinary dosage.’ 


e Beneficial in 94.4% of cases with acute back pain 
due to muscle spasm.'**°” 


CLINICAL RESUIL 


DISEASE ENTITY 


Acute back pain due to 


(a) Muscle spasm secondary 
to sprain 


(b) Muscle spasm due to 
trauma 


(c) Muscle spasm due to 
nerve irritation 


(d) Muscle spasm secondary 
to discogenic disease 
and postoperative 
orthopedic procedures 


Miscellaneous (bursitis, 
torticollis, etc.) 


TOTAL 


= 
F 
: 
ys 

2 


(Methocarbamol Robins, U.S. Pat. No. 2770649) 


Highly specific action Beneficial in 94.4% of cases tested 
RoBAXIN is highly specific in its action on the When tested in 72 patients with acute back 
internuncial neurons of the spinal cord — with pain involving muscle spasm, ROBAXIN in- 
inherently sustained repression of multisyn- duced marked relief in 59, moderate relief in 
aptic reflexes, but with no demonstrable effect 6, and slight relief in 3 — or an over-all bene- 
on monosynaptic reflexes. It thus is useful in ficial effect in 94.4%.*.4.%7 No side effects 
the control of skeletal muscle spasm, tremor and occurred in 64 of the patients, and only slight 
other manifestations of hyperactivity, as well side effects in 8. In studies of 129 patients, 
as the pain incident to spasm, without impair- moderate or negligible side effects occurred 
ing strength or normal neuromuscular function. in only 6.2%,}:2:3.4.67 


Indications — Acute back pain associ- 
ated with: (a) muscle spasm secondary to 
sprain; (b) muscle spasm due to trauma; 
(c) muscle spasm due to nerve irritation; 
SIDE EFFECTS (d) muscle spasm secondary to discogenic 

_ procedures; and miscellaneous conditions, 
such as bursitis, fibrositis, torticollis, etc. 


VIiTH ROGBAAIN IN ACUTE BACK PAIN 


DURATION 

O. OF OF DOSE PER DAY (divided) RESPONSE 

ASES TREATMENT | 


ER 


2-42 days 3-6 Gm. 17 1 0 O § None, 16 
Dizziness, | Dosage — Adults: Two tablets 4 times 
Slight nausea, 1 
daily to 3 tablets every 4 hours. Total daily 
1-42 days 2-6 Gm. 8 |1 | 3 § 1 | None, 12 dosage: 4 to 9 Gm. in divided doses. 


Nervousness, 1 
Precautions — There are no specific con- 


4-240 days 2.25-6 Gm. 4 1 4] 0 None, 5 
traindications to Robaxin and untoward 
reactions are not to be anticipated. Minor 
Lightheaded- ness, nausea may occur rarely in patients 
—_ 2 - with unusual sensitivity to drugs, but dis- 
— appear on reduction of dosage. When ther- 
3-60 days 4-8 Gm. 6 a 0 § None, 6 apy is prolonged routine white blood cell 
a counts should be made since some decrease 
59 é 3 4 coteiton | was noted in 3 patients out of a group of 
LS i 72 who had received the drug for periods 
of 30 days or longer. | 
References: 1. Carpenter, E. B.: Publication pending. 2. Carter, .\s 
C. H.: Personal communication. 3. Forsyth, H. F.: Publication Supply — Robaxin Tablets, 0.5 Gm., in a) 


pending. 4. Freund, J.: Personal communication. 5. Morgan, | 
A. M., Truitt, E. B., Jr., and Little, J. M.: American Pharm. Assn. bottles of 50. ae oe 
46:374, 1957. 6. Nachman, H. M.: Personal communication. : ae 
7. O'Doherty, D.: Publication pending. 8. Truitt, E. B., Jr, and A. H. ROBINS CO., INC., Richmond 20, Va, 
Little, J. M.: J. Pharm. & Exper. Therap. 119: 161, 1957, Ethical Pharmaceuticals of Merit since 1878 
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tt has a high degree of clinical 
safety... It is considered 

to be the preferred antimalarial 
drug for treatment of disorders : 

of connective tissue, because 

of the low incidence of gastrointestinal 
distress as compared to that 
with chloroquine phosphate.’ 


HOCH —— CH CH, 


CH,O 
“4 

N 


on Plaquenil is decidedly less toxic and better 
ink tolerated by the average patient, even in high 
dosage, than is chloroquine.’” 


CH, 


NH-CH.CH,(CH,),N(CH,CH,), 


ATABRINE® 


CH, 
| 
NH.CH.CH, CH, CH, N(C,H,), 


ARALEN © 


PHOSPHATE 


SIDE EFFECTS MARKEDLY REDUCED 


DOSE: Initial — 400 to 600 mg. (2 or 3 tablets) Plaquenil sulfate daily. . Bookl 
Maintenance — 200 to 400 mg. (1 or 2 tablets) daily. = er ‘ 


supruleD: Tablets of 200 mg., bottles of 100. 


REFERENCES: 
1. Scherbel, A.L., Schuchter, S.L., and Harrison, J.W-: Cleveland Clin. Quart. 24:98, Apr., 1967. 
2. Editorial: Bull A. Mil. Dermatologists, The Shock Section 6:25, Nov., 1956. Atabrine (brand of quinacrine). Aralen (brand of chloroquine 


3. Cornbleet, Theodore: Arch. Dermat. 73:572, June, 1956. and Plaquenil (brand of hydroxyehloroquine 
trademarks reg. U.S. Pat. OF 
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LABORA 


ainst staph-, 
strep- and 
neumococci 


STEARATE (Erythromycin Stearate, Abbott) 


Indications 

ERYTHROCIN is indicated in treat- 
ing infections caused by staphy- 
locoeci, streptococci (including 
enterococci), and pneumococci. 
Indicated also, in treating infec- 
tions that have become resistant 
to other antibiotics. May be used 
for patients who are allergic to 
penicillin or other antibacterials. 


Dosage 

Usually administered in a total 
daily dose of 1 to 2 Gm., depending 
on severity of infection. Suggested 
dose is 250 mg. every six hours; 
for severe infections, usual dose is 
500 mg. every six hours. 


Supplied 

In bottles of 25 and 100 Filmtabs 
(100 and 250 mg.). Also, in tasty, 
cinnamon-flavored oral suspen- 
sion, in 75-ee. bottles. Each 5-ce. 
teaspoonful represents 100 mg. of 
ERYTHROCIN activity. 


®Fiimtab—Film -sealed tablets, Abbott; pat. applied for. 
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REMARKABLE EFFECTIVENESS PLUS A SAFETY RECORD 
UNMATCHED IN SYSTEMIC ANTIBIOTIC THERAPY TODAY 


Actually, after almost six years of extensive use, there has not been a single report 
of a serious reaction to ERYTHROCIN. And, after all this time, the incidence of 
resistance to ERYTHROCIN has remained exceptionally low. 

You’ll find ERYTHROCIN is highly effective against the majority of coccal infec- 


tions and may also be used to counteract complications from ( pf 
severe viral attacks. It comes in Filmtabs and in Oral Suspension. tt 
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for those 


penicillin-sensitive 
organisms 


® 


Indications 

Against all penicillin-sensitive 
organisms. For prophylaxis and 
treatment of complications in 
viral conditions. And as a prophy- 
laxis in rheumatic fever and in 
rheumatic heart disease. 


Dosage 

Depending on the severity of the 
infection, 125 to 250 mg. (200,000 
to 400,000 units) every four to six 
hours. For children, dosage is de- 
termined by age and weight. 


Supplied 

Filmtabs COMPOCILLIN-V (Potas- 
sium Penicillin V, Abbott) come in 
125 mg. (200,000 units), bottles of 
50; and in 250 mg. (400,000 units), 
bottles of 25. Oral Suspension 
COMPOCILLIN-V (Hydrabamine 
Penicillin V, Abbott), contains 180 
mg. per 5-cee. teaspoonful, in 40-ce. 
and 80-ce. bottles. 
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units/cc. 16 


12 
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THE HIGHER BLOOD LEVELS OF COMPOCILLIN-V 
—IN EASY-TO-SWALLOW FILMTABS AND TASTY, ORAL SUSPENSION 


Filmtab Compocillin-V 
(Potassium Penicillin V, Abbott) 


| 
| Uncoated Potassium Penicillin V 


Buffered Potassium Penicillin G 


Doses of 400,000 units were administered before 


mealtime to 40 subjects involved in this study. 


The chart represents a comparison of the blood levels of 
FILMTAB COMPOCILLIN-V (Potassium Penicillin V, Abbott) 
with uncoated potassium penicillin V, and with buffered 
potassium penicillin G. Bar heights show ranges, while 
crossbars show medians. Note the high ranges and aver- 
ages of FILMTAB COMPOCILLIN-V at ‘% hour, and at 1 hour. 


4 


Now, with Filmtab COMPOCILLIN-V, patients get (and within minutes) fast, high peni- 
cillin concentrations. Note the blood level chart. 

COMPOCILLIN-V is indicated whenever penicillin therapy is desired. It comes in 
two highly-acceptable forms. Filmtab COMPOCILLIN-V offers two therapeutic dosages 
(125 and 250 mg.). Patients find Filmtabs tasteless, odorless and easy-to-swallow. 


For children, COMPOCILLIN-V comes in a tasty, banana-flavored (lf, I 
suspension. It’s ready-mixed — stays stable for at least 18 months. tt 


Hours 1 2 


> 
| 
Sag 
E 


MARCH, 1958 


DELAWARE STATE MEDICAL JOURNAL 


tin 


(Ristocetin, Abbott) 


pon 


Indications 


SPONTIN is indicated for treating gram- 
positive bacterial infections. Clinical 


and when reports have indicated its effectiveness 
coccal infections against a wide range of staphylococcal, 
hospitalize streptococcal and pneumococcal infec- 


tions. It can be considered a drug of 
choice for the immediate treatment of 
serious infections caused by organisms 
resistant to other antibiotics. 


the patient 


Dosage 


Recommended dosage depends on the 
sensitivity of the microorganism and on 
the severity of the disease under treat- 
ment. For pneumococcal and streptococ- 
cal infections, a dosage of 25 mg./Kg. 
per day will usually be adequate. Major- 
ity of staphylococeal infections will be 
controlled by 25 to 50 mg./Kg. per day. 
However, in endocarditis due to rela- 
tively resistant strains or where vege- 
tations or abscesses occur, dosages as 
high as 75 mg./Kg. per day may be used. 
It is recommended that the daily dosages 
be divided into two or three equal parts 
at eight- or twelve-hour intervals. 


Supplied 
SPONTIN is supplied as a sterile, lyophi- 
lized powder, in vials representing 500 
mg. of ristocetin activity. 
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A LIFESAVING ANTIBIOTIC AFTER OTHER ANTIBIOTICS HAD FAILED 


SPONTIN comes to the medical profession with a clinical history of dramatic results 
— cases Where the patients were given little chance of survival. 

During these careful, clinical investigations, lives were saved after weeks (and 
sometimes months) of antibiotic failures. These were the cases where the infecting 
organisms had become resistant to present-day therapy. And, just as important, 
were the good results found against a wide range of gram-positive coccal infections. 

Essentially, SPONTIN is a drug for hospital use, for patients with potentially 
dangerous infections. In its present form, SPONTIN is administered intravenously 
using the drip technique. Dosage may be dissolved in 5‘< dextrose in water or in 
any isotonic or hypotonic saline solution. Some of the important therapeutic points 
of SPONTIN include: 

1 successful short-term therapy for acute or subacute endocarditis 


2 _—scnew antimicrobial activity — no natural resistance to SPONTIN was found in 
tests involving hundreds of coccal strains 

3 antimicrobial action against which resistance is rare — and extremely diffi- 
cult to induce 

4 bactericidal action at effective therapeutic dosages. 


SPONTIN is truly a lifesaving antibiotic. It could save the life (1p, } 
of one of your patients—does your hospital have it stocked? Gott 
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CORRECTS IRON DEFICIENCY 
AS IT STIMULATES APPETITE 


Offers appetite stimulating Vitamins B,, B,, B,, and protein- 
upgrading |-Lysine, fortified with a readily absorbed, well- 
tolerated form of iron. 

Delicious cherry base designed to appeal to all patients. 


PARTICULARLY FOR CHILDREN 


Helps young appetites keep pace with the increased nutritional 
demands of childhood while supplying adequate amounts of 
essential iron. 
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Provides the following percentages of Minimum Daily Requirements per teaspoonful: 


Child under 6 Child over 6 Adult 
B 2000% 1333% 1000% 
Iron 400% 300% 300% 


FORMULA 


EACH TEASPOONFUL (5 cc.) CONTAINS 


I-Lysine HCI . 


Ferric Pyrophosphate (Soluble). . 


lron (as Ferric Pyrophosphate) . 


Vitamin By» Crystalline 


Thiamine Mononitrate (B,) . . 


Pyridoxine HCI (B,). . 
Alcohol . 


Average dosage is one teaspoonful daily. Available in bottles of 4 fl. oz. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID 


COMPANY. 


300 mg. 
... 200 mg. 
... 380mg. 
.. . 29 mcgm. 
... 10mg. 
5 mg. 
0.75% 


PREG. U.S. PAT. OFF. 


PEARL RIVER. NEW YORK 
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NEW TREATMENT 


if | io! 


‘Cardilate’ tablets”? shaped for easy retention 
in the buccal pouch 


*,.. the degree of increase in exercise tolerance which sublingual ery- 
throl tetranitrate permits, approximates that of nitroglycerin, amyl 
nitrite and octyl nitrite more closely than does any other of the approxi- 
mately 100 preparations tested to date in this laboratory.” 


“Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Riseman, J. E. F., Altman, G. E., and Koretsky, S.: 
Nitroglycerin and Other Nitrites in the Treatment of 
Angina Pectoris, Circulation Jan.) 1958. 


*‘Cardilate’ brand Erythrol Tetranitrate SUBLINGUAL TABLETS, 15 mg. scored 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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laxes 
both 


mind 


USC 


without 
impairing’ 
mental 

or physical 
efficiency 


well tolerated, relatively 
nontoxic no blood dyscrasias, liver toxicity, 
Parkinson-like syndrome or nasal stufliness 
well suited tor prolonged therapy 


Suppled: jOO meg. scored tablets, 200 mg. sugar-coated 
tablets. Usual dosage: One or two foo meg. tablets t.id. 


hor anaiety, tension and muscle 
spasm in everyday practice. 


Miltown 


tranquilizer with muscle-relaxant action 


> matt nrar 7 2 Aranar 4 4 ‘ 
< > ~a 4 Ua a 


ORIGINAL MEPROBAMATE 
DISCOVERED & INTRODUCED BY 


Wd WALLACE LABORATORIES 


NEW BRUNSWICK, NEW JERSEY 
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Anxiety of pregnancy 


‘Miltown’ therapy resulted in complete 
relief from symptoms in 88% of pregnant 
women complaining of insomnia, anxiety, 
and emotional upsets.* 
‘Miltown’ (usual dosage: 400 mg. 
q.i.d.) relaxes both mind and muscle and *Belafsky, H. A., 
alleviates somatic symptoms of anxiety, 
tension, and fear. Meprobamate in pregnancy. 
‘Miltown’ therapy does not affect the i 
autonomic nervous system and can be si tail 


used with safety throughout pregnancy.* 
THE ORIGINAL MEPROBAMATE 


| WALLACE LABORATORIES 


NEW BRUNSWICK, NEW JERSEY 
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A AA ED © 


‘S for sound obesity management 
dextro-amphetamine plus vitamins 


and minerals 


stimulates appetite and growth 


I’m too little 


vitamins B,, B,, Bw, C and L-lysine 


® 


OBRON 
a nutritional buildup for the OB patient 
4 ® 


I’m simply two 


when anemia complicates pregnancy 


® 


4 


5-factor geriatric formula 
hormonal, hematinic and 
nutritional support 


one capsule a day, for all treatable anemias 


Gos 


With my anemia, 
Pll never make it up 
that high 


“ 
Re 


when more than a hematinic is indicated 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc 


... Solve their problems with a nutrition product from 


See anybody here you know, Doctor? _ 2 
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Gastric distress accompanying “predni-steroid” 
therapy is a definite clinical problem — well 
documented in a growing body of literature. 


of the beneficial re- 


sponses observed when antacids 


view 


and bland diets were used concom- 
itantly with prednisone and predni- 
solone. we feel that these measures 
should be employed prophylacti- 
cally to offset any gastrointestinal 
side effects. Dordick. J. R. et al: 
. State J. Med. 357:2019 (June 


is our crowing convie- 
tion that all patients receiving 
oral steroids should take each 
after food or with ade- 
quate buffering with aluminum 


dose 


or magnesium hydroxide prep- 
arations. —Sigler. J. W. and 
Ensign. C.: J. Kentucky 
State M.A. 71 (Sept.) 1996. 


aluminum 


apparent high inei- 
dence of this serious [gastric] 
side effeet in patients recelving 
prednisone or prednisolone 
suggests the advisability of 
routine co-administration of an 
hvdroxide 
and Bunim, J. J 


vel.” 


Bollet, A. J. 


J. A. M. A. 158:159 (June LIL) 


1950. 


One way to make sure that patients receive 
full benefits of “predni-steroid” therapy plus 
positive protection against gastric distress is 


by prescribing CO-DELTRA OF CO-HYDELTRA. 


CoDeltra 


PREDNISONE BUFFERED 


multiple compressed tablets 


provide all the benefits 
of “Predni-steroid” therapy— 
plus positive antacid protection 


against gastric distress 


2.5 mg. or 5.0 mg. of prednisone 
or prednisolone, plus 300 mg. of 
dried aluminum hydroxide gel 
and 50 mg. magnesium trisili- 
cate, in bottles of 30, 100, 500. 


MERCK SHARP & DOHME oivision of MERCK & CO., Inc. Philadelphia 1, Pa. mo) 
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Baynard Optical 
Company 


W maintain 


prompt city-wide 


Prescription Opticians delivery service 


for prescriptions. 


CAPPEAU’S, INC. 


PHARMACISTS 
Wilmington, Del. 


We Specialize in Making 
Spectacles and Lenses 
According to Eye Physicians’ 
Prescriptions 


AS NEAR AS YOUR TELEPHONE 


BAYNARD BUILDING MEDICAL CENTER Ferris Rd. & 
Delaware Ave. W. Gilpin Drive 

5th & Market Sts. 1003 Delaware Avenue & Dupont St. Willow Run 

Wilmington, Delaware Dial OL 6-8537 WY 4-3701 


when and tension in the G. I. tract. 
Meprobamate with PATHILON® Lederle 
ae | Meprol 7 ) the most widely prescribed tranquilizer . . . helps control 
ae the “emotional overlay” of gastric ulcer — without fear of barbiturate lendoune, hangover or 


habituation . the anticholinergic noted for its extremely low toxicity 


and high eeteenen in the treatment of many G.I. disorders. 
Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


*Trademark ® Registered Trademark for Tridihexethy! lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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FLAVORED) 


Children’s Size 


| 


The Best Tasting Aspirin you can prescribe. 
The Flavor Remains Stable down to the last tublet. 
25¢ Bottle of 48 tablets (1)4 grs. each). 
We will be pleased to send samples on request. 
Y. 


THE BAYER COMPANY DIVISION ¢: Stering Oren - 1450 Broadway, New York 12, N. 
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diagnosis: hypertension, moderate to severe 


prescribed: Raup rote : 


(Rauwolfia Serpentina and Protoveratrines A & B Combined) 


blood pressure is imperative 


WRaywolfia Serpentina's gradual tranquilizing and pro- 
} longed hypotensive effect combines with faster-acting, 
more potent Protoveratrine for effective therapy with a 
minimum of risk. Each of the agents appears to poten- 
tiate the other's hypotensive activity and produce ben- 
eficial vasodilitation, without ganglionic or adrenergic 
blockade . . . without direct smooth muscle depression 
a and without deranging those mechanisms which control 
blood distribution and which normally prevent postural 

hypotension. 


Fs i Relief of symptoms is produced rapidly, blood pressure 

yy is lowered and tranquility ensues .. . with a minimum 

«of side effects. 


Supplied: in bottles of 100 and 1000 tablets. each containing 50 mg. Rauwolfia 
Serpentina and 0.2 mg. Protoveratrines A and B (the chemically 
standardized alkaloid of Veratrum Alba), of on prescription at 
leading pharmacies 


(aut) THE VALE CHEMICAL COMPANY, INC. allentown, pa. 


PHARMACEUTICALS *Trade Mark 
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INITIAL SUBSEQUENT 
ATTACK ATTACKS | 
10% 
16% 
20% 
24% 18% 


" Recurrent joint pain follow ed by 
long periods of complete remis- 
sion. (Percentages refer to inct- 
dence.) 


| SERUM URIC ACID 
| CONCENTRATION 


NORMAL RANGE GOUTY RANGE 


4. Elevated serum uric acid oo 


2. 
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JOINTS INVOLVED IN GOUT 


Enlargement of bursae such asin 
this case involving the olecranon 
bursa. 


Colchicine test: full dose (0.5 
mg.) every 1 to 2 hours until pain 
is relieved or nausea, vomiting or 
diarrhea occur. The test requires 
usually 8 to 16 doses. Pain relief 
is highly indicative of gout. 
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FROM THESE FINDINGS... SUSPECT GOUT: 


RECOMMENDED Di 


Serum uric acid levels are reduced. 
Uric acid deposits (tophi) in tissues are mobilized. 
Formation of new tophi can often be prevented. 
Fewer attacks and severity is reduced. 


NSAGE.0.25 Gm. (14 


ts 


tablet) twice daily for 


one week follow ad by 1 Gm. (2 tablets) daily in divided doses. 


BENEMID is a trade-mark of Merck & Co., Inc. 


PROBENEC 


A SPECIFIC FOR GOUT 


Once findings point to gout, long-term management can be started 
with BENEMID. This effective uricosuric agent has these unique 
benefits: 


» Urinary excretion of uric acid is approximately doubled. 


RIN 


rm 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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debilitated 


elderly 
diabetics 


YOU TREAT ¢ infants, especially prematures 
INFECTIONS 


IN PATIENTS. those on corticoids 
SUCH 


¢ those who developed moniliasis on previous 
broad-spectrum therapy 


¢ those on prolonged and/or 
high antibiotic dosage 


e women—especially if pregnant or diabetic 


the best broad-spectrum antibiotic to use is 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) Sumycin plus Mycostatin 


for practical purposes, Mysteclin-V is sodium-free 


for “built-in"' safety, Mysteclin-V combines: 


1. Tetracycline phosphate complex (Sumycin) for superior 
initial tetracycline blood levels, assuring fast transport of 
adequate tetracycline to the infection site. 


2. Mycostatin—the first safe antifungal antibiotic—for its 
specific antimonilial activity. Mycostatin protects 

many patients (see above) who are particularly prone to monilial 
complications when on broad-spectrum therapy. 


MYSTECLIN-V PREVENTS MONILIAL OVERGROWTH 


Capsules (250 mg./250,000 u.), bottles 
of 16 and 100. Half-Strength Capsules 
(125 mg./125,000 u.), bottles of 16 25 PATIENTS ON 25 PATIENTS ON 
and 100. Suspension (125 mg. 125.000 TETRACYCLINE ALONE TETRACYCLINE PLUS MYCOSTATIN 
u.), 2 oz. bottles. Pediatric Drops (100 After seven days After seven days 
mg./100,000 u.), 10 ec. dropper bottles, Before therapy of therapy Before therapy of therapy 
Squibb Quality— | & 
ee Monilial overgrowth (rectal swab) None @ Scanty @ Heavy 
. Childs, A. J.: British M. J. 1:660 1956. 
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nquilizers, 


The psychological needs of the elderly confront physicians with one of their most 
perplexing problems. Perhaps no other patient group suffers so much from emo- 
tional distress. Yet, precisely because of their age, geriatric patients often seem 
beyond the reach of tranquilizing treatment. 


When tranquilization seems risky... 


They are too much beset by complicating chronic ailments, too susceptible to 
serious side effects. Ataraxia is clearly indicated, yet the doctor cannot risk side 
reactions on liver, blood or nervous system. 


is there an answer to this dilemma? 


We feel there is. In four recent papers investigators have reported good results with 
ATARAX in patients up to 90 years of age.* In one study, improvement was “pro- 
nounced” in 76%, “good” in an additional 18.5%.* ATARAX has been successfully 
used in such cases as senile anxiety, agitation, hyperemotivity and persecution 
complex.* On ATARAX, patients became “. . . quieter and more manageable. They 
slept better and demonstrated improved relations with other patients and hospital 
personnel. Even their personal hygiene improved, and they required less super- 
visory management.”’* 


. ATARAX is safe 


Yet even in the aged, ATARAX has given “no evidence of toxicity. . . . Complete liver 
function tests and blood studies were made on all patients after two months of 
therapy. . . . There were no significant abnormalities.’’* With still other elderly 
patients “tolerance to the drug was excellent, even in cases where the patients 
were given relatively high doses.’’* Similarly, no parkinsonian effects have been ob- 
served on ATARAX therapy. 


Nor does ATARAX make your patients want to sleep all day. Instead, they can better 
take care of themselves, because ATARAX leaves them both calm and alert. In sum, 
ATARAX “. ... does not impair psychic function and has a minimum of side effects. 
... It appears that ATARAX is a safe drug... .’’* 


These, undoubtedly, are the results you want when emotional problems beset your 
geriatric patients. For the next four weeks, won't you prescribe tiny ATARAX tablets 
or pleasant-tasting ATARAX syrup — both so readily acceptable to the elderly. 


*Documentation on request yi TA RA > 


(BRAND OF HYDROXYZINE) 


ATARAX 


in any 
hyperemotive 
» 

for childhood behavior disorders ; 

10 mg. tablets—3-6 years, one tab- Medical Director 

tet t.i.d.; over 6 years, two tablets 

t.L.d. Syrup—3-6 years, one tsp. » 


t.i.d.; over 6 years, two tsp. t.i.d. 


for adult tension and anxiety 
25 mg. tablets—one tablet q.i.d. 
Syrup—one tbsp. q.i.d. 

for severe emotional disturbances 
100 mg. tablets—one tabiet t.i.d. 


for adult psychiatric and emotional 
emergencies 
Parenteral Solution—25-50 meg. 
{1-2 cc.) intramuscularly, 3-4 
times daily, at 4-hour intervals. 
Dosage for children under 12 not 
established. 
Supplied: Tabiets, botties of 100. Syrup, . 
pint bottles. Parenteral Solution, 10 cc. » 
muitipie-dose vials. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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aqueous 
ready-to-use 


freely miscible 


TASTY, 
FAST-ACTING 
ORAL FORM 
OF CITRATE-BUFFERED 
ACHROMYCIN V 


TETRACYCLINE BUFFERED WITH SODIUM CITRATE 


© accelerated absorption in the gastro- 
intestinal tract 


e early, high peaks of concentration in body 
tissue and fluid 


© quick control of a wide variety of infections 
© unsurpassed, true broad-spectrum action 

© minimal side effects 

e well-tolerated by patients of all ages 
ACHROMYCIN V SYRUP: 

Orange Flavor. Each teaspoonful (5 cc.) 


contains 125 mg. of tetracycline, HC! equivalent, 
citrate-buffered. Bottles of 2 and 16 fi. oz. 


DOSAGE: 

6-7 mg. per Ib. of body weight per day. 
*Reg. U.S. Pat. Off. 

LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 
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for simultaneously combating 
inflammation, allergy, infection 


(0.5% prednisolone acetate and 10% sulfacetamide sodium =< 
5 cc. dropper bottle) 


(0.5% prednisolone acetate, 10% sulfacetamide sodium and 
0.25% neomycin sulfate—% oz. tube) 


for ocular 
allergies 


(0.2% prednisolone 
acetate and 


0.3% CHLOR-TRIMETON®— 


5 cc. dropper 
bottle) 


standard for ocular infections 


(Sulfacetamide Sodium U.S.R—5 and 15 cc. dropper bottles) 


(15 cc. dropper bottle) 


(% oz. tube) 


SCHERING CORPORATION «¢ BLOOMFIELD, NEW JERSEY 
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THE BURDEN 


XXXll 


(4g 


The non-narcotic analgesic with the potency of codeine 


DARVON (Dextro Propoxyphene DARVON COMPOUND (Dextro Pro- 


Hydrochloride, Lilly) is equally as po- poxyphene and Acetylsalicylic Acid 
tent as codeine yet is much better Compound, Lilly) combines the antipy- 
tolerated. Side-effects, such as nausea retic and anti-inflammatory benefits of 
or constipation, are minimal. You will ‘A.S.A. Compound’* with the analgesic 
find ‘Darvon’ helpful in any condition properties of ‘Darvon.’ Thus, it is useful 
associated with pain. The usual adult in relieving pain associated with recur- 
dose is 32 mg. every four hours or 65 rent or chronic disease, such as neural- 
mg. every six hours as needed. Avail- gia, neuritis, or arthritis, as well as acute 
able in 32 and 65-mg. pulvules. pain of traumatic origin. The usual adult 
dose is 1 or 2 pulvules every six hours 
as needed. 
Each Pulvule ‘Darvon Compound’ provides: 
Acetophenetidin. ........... . 162 mg. 
‘A.S.A.” (Acetylsalicylic Acid, Lilly). . ... . 227 mg. 
**A.S.A. Compound’ (Acetyisalicylic Acid and Acetophenetidin Compound, Lilly) 


ELI LILLY AND COMPANY © INDIANAPOLIS 6, INDIANA, U.S.A, 
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PHYSICAL MEDICINE 
IN OCCLUSIVE ARTERIAL DISEASE 


ABRAHAM VINoGRAD, M.D.* 


Occlusive arterial disease is the most fre- 
quent single factor necessitating amputa- 
tion of the lower extremity. Since the diag- 
nosis in most cases is arteriosclerosis oblit- 
erans, the discussion will be limited to this 
entity, although a number of points made 
here are applicable to thromboangiitis oblit- 
erans (Buerger’s disease) and some other 
conditions. Diabetic vascular disease is es- 
sentially arteriosclerosis obliterans. Arterio- 
sclerosis obliterans is a disease of the male 
past middle age and as his life span becomes 
longer, the condition assumes greater im- 
portance. 


Valuable diagnostic and therapeutic pro- 
cedures used in occlusive arterial disease 
are in the field of physical medicine, and 
understanding of the rationale and effects 
of physical agents will be advantageous to 
the referring physician. It must be stressed 
that conservative and prophylactic meas- 
ures described here have their greatest value 
in the early cases. When the condition is 
far advanced more heroic measures are in 
order. This paper is not intended as a com- 
plete coverage of the subject but rather as 
a guide based on physiologic principles. 


PHYSIOLOGIC CONSIDERATIONS 


Problems of indications and contraindi- 
cations become simpler if we consider the 
physiology of peripheral circulation. 

In evaluating the circulatory status of a 
limb the classical observations of Sir 


Thomas Lewis' are helpful. When blood 
flows rapidly the skin is pale pink and 


‘ Chief, Physical Medicine and Kehabilitation Service, Vet- 
erans Administration Hospital, Wilmington. 


warm. “The slower the blood flows through 
the skin the more oxygen it gives up, caus- 
ing cyanosis.’ Cold cyanotic skin denotes 
very slow or absent blood supply. Cold 
deeply red skin (“‘cold rubor’”’) occurs when 
minute vessels are damaged by severe pro- 
longed ischemia, resulting in permanent di- 
latation. 


Arterial channels reaching the extremity 
branch to supply the muscles and the skin. 
Considerable differences exist between the 
cutaneous and muscular arterial trees with 
respect to results of occlusion, vasomotor 
innervation, influence of physical agents, 
effects of sympathectomy, responses to 
drugs, etc. Keeping these differences in 
mind gives us the key to understanding the 
major problems. 


In occlusive arterial disease the vessel 
may be partially or completely closed by 
arteriosclerotic thrombosis from within, by 
vasoconstriction or vasospasm from with- 
out, or by a combination of both. Ischemia 
at the point of supply is the result. Inter- 
ruption of blood flow to the skin results in 
ulceration and gangrene while interference 
with supply to the muscle causes intermit- 
tent claudication. The claudication pain on 
walking, resulting from muscular ischemia, 
is analogous to the angina of effort. Al- 
though both the skin and the muscles are 
often simultaneously affected, differentia- 
tion should be attempted for clarification 
of our therapeutic objectives. Likewise, an 
effort should be made to find out whether 
we are dealing with organic obstruction by 
a thrombus or with vasoconstriction. If 
both elements are present we should try to 
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estimate which of the two predominates, 
before planning our treatment. Segmental 
occlusion by a thrombus may require vas- 
cular surgery while other measures are used 
for the constrictive phenomena. 


Vasomotor Innervation. The cutaneous 
arterial branches are well provided with 
sympathetic vasoconstrictor nerve fibers, 
maintaining the vascular tone and control- 
ing their lumen. If the arterioles of the 
skeletal muscle are also supplied with sym- 
pathetic constrictor fibers (as is claimed by 
some) their number, according to Stillwell,’ 
is not significant. On the other hand, the 
muscular arterioles do contain some sym- 
pathetic vasodilator fibers. The net result 
of sympathetic overactivity is cutaneous 
vasoconstriction. Sympathetic stimulation, 
as well as increased sympathetic tone, com- 
mon in certain individuals, has one other 
important effect: stimulation of nerve fi- 
bers supplying the sweat glands (sympa- 
thetic sudomotor fibers). 


The Role of Perspiration. The extent of 
sweating in peripheral vascular disease is of 
utmost practical importance: 1. Evapora- 
tion of sweat produces local cooling of the 
skin resulting in vasoconstriction; 2. Exces- 
sive moisture of the skin favors maceration 
and fungus infection since sweat is an ex- 
cellent culture medium for fungi. Second- 
ary infection may supervene and a disas- 
trous chain of events (fissure — cellulitis — 
gangrene) is easily initiated. 


In addition to the neural control, the 
walls of the cutaneous and muscular ves- 
sels are subject to direct action of metabo- 
lites. Dilatation of the muscular tree, inci- 
dental to production of lactic acid during 
muscular exercise, is an example. 


Tobacco is a vasoconstrictor and smoking 
should be avoided in occlusive arterial dis- 
ease. Additional deleterious effect of tobac- 
co in thromboangiitis obliterans is definite 
but so far not fully explained. 


EFFECTS OF HEAT 


Heat applied locally causes hyperemia. 
At the same time it raises tissue metab- 
olism in the heated area. When circulation 
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is inadequate for removal of accumulated 
metabolites tissue damage results. A con- 
tributing factor may be reduced pain and 
temperature sensation due to an ischemic 
neuropathy and a burn may be produced. 
Reduced blood flow slows the dissipation 
of heat applied locally and this, too, in- 
creases the damage. A history of a hot foot 
bath preceding the onset of gangrene is 
rather common when the patient is admit- 
ted to the hospital. The hot phase of the 
contrast bath makes it a contraindicated 
procedure for an ischemic limb. All baths, 
including whirlpool, should be of room tem- 
perature, and excessive bathing should be 
avoided to prevent maceration. 


Reflex Heating. Prolonged application of 
heat to a part of the body provokes general- 
ized cutaneous vasodilatation. In this man- 
ner the extra heat introduced is eliminated 
by radiation into the environment from the 
hyperemic skin. This thermoregulatory re- 
flex brings about an inhibition of sympa- 
thetic vasoconstrictor fibers, so to speak, a 
“physiologic sympathectomy”. This reflex 
heating can be used to advantage, both in 
diagnosis and in treatment. When we want 
to know whether a surgical sympathectomy 
should be considered reflex heating can pro- 
vide us with valuable information. In Lan- 
dis-Gibbon’s test the upper extremities are 
immersed in hot water. The temperature 
of the feet is taken with a thermocouple 
before and after the test. Significant rise 
in temperature demonstrates the ability of 
skin vessels to dilate and the absence of 
extensive intravascular organic obstruction 
so that sufficient blood can reach the skin. 
Such a response would be in favor of doing 
a sympathectomy. Confirmatory informa- 
tion is gained from sympathetic blocks 
(posterior tibial or paravertebral) or by a 
trial of an orally administered sympathetic 
blocking agent, such as Dibenzyline (‘“med- 
ical sympathectomy’’). Reflex heating is oc- 
casionally used in a therapeutic attempt at 
vasodilatation. This is done by applying 
diathermy to the abdomen or to the back. 
It may be effective when pedal ischemia is 
due, in part at least, to cutaneous vasocon- 
striction or vasospasm. 
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SYMPATHECTOMY 


Since interruption of sympathetic stimuli 
can improve the blood flow through the 
skin, sympathectomy is often helpful in the 
prevention and treatment of ulcerative le- 
sions. Warm, dry skin is produced. If we 
deal, however, with a severe organic ob- 
struction, or if the cutaneous vessels show 
no dilatation potential, sympathectomy will 
be useless. 


As stated earlier the arterioles of the 
skeletal muscle are not equipped with any 
significant number of sympathetic vasocon- 
strictor fibers. Consequently, we cannot ex- 
pect the sympathectomy to produce vaso- 
dilatation in the patient’s calf muscles. This 
operation does not, as a rule, relieve inter- 
mittent claudication; in fact, it often aggra- 
vates it. The following explanation is given: 
If a limited blood supply of an arterioscler- 
otic leg is drained by the dilated skin ves- 
sels one would expect the muscular ischemia 
to increase. We can conclude that for re- 
lief of claudication, in the absence of skin 
lesions, sympathectomy is not indicated. 
Lumbar sympathectomy is a major proced- 
ure and should not be approached lightly 
in older individuals. In younger men bilat- 
eral sympathectomy causes sexual impot- 
ence. 


Electrical Skin Resistance. Since the 
sweat glands receive their impulses via the 
sympathetic sudomotor fibers presence of 
moist skin is an indication of intact sympa- 
thetic innervation. Conversely, a sympa- 
thectomized segment of skin is dry and this 
phenomenon is used’ in judging the effective- 
ness of sympathectomy. Small amounts of 
sweat cannot be always easily detected by 
palpation and a more accurate objective 
method is desirable. Sweat, being a solu- 
tion of electrolytes, facilitates conduction 
of electric current applied to the body, of- 
fering “low resistance’ to the passage of 
current. On the other hand, dry (sympa- 
thectomized) skin has high electrical re- 
sistance. The ohmmeter, an apparatus for 
measuring resistance, is used to evaluate 
effectiveness of sympathectomies. The test 
is done pre- and post-operatively, as well 
as in testing the success of paravertebral 
blocks. 


DELAWARE STATE MEDICAL JOURNAL 


EFFECTS OF COLD 


These are more or less the opposite of 
those produced by heat. Application of cold 
locally lowers tissue metabolism and en- 
ables it to withstand curtailed blood supply 
for longer periods of time. Among other 
effects of cold is direct local vasoconstric- 
tion and reduction of absorption which has 
the advantage of slowing the entry of nox- 
ious substances into general circulation 
from a gangrenous limb. This, together 
with the local anesthetic action, makes re- 
frigeration a useful therapeutic adjunct 
when amputation of a gangrenous extremity 
must be delayed for medical reasons. 


However, application of cold, can cause 
reflex vasoconstriction in distant areas of 
skin as a part of thermoregulation, thereby 
reducing heat loss. Vasospasm, too, may be 
produced by application of cold. The cold 
phase of a contrast bath may trigger reflex 
vascular narrowing in the other leg which 
usually is also involved in the arterioscler- 
otic process. This shows that contrast baths 
should have no place in the management of 
ischemic extremities. The patient’s legs, in 
general, should be given protection against 
cold. Warm clothing should be worn during 
the winter. 


RESPONSES TO CERTAIN Drucs 


The aim is vasodilatation, and here again 
we select the drug depending on whether 
it is the cutaneous or the muscular blood 
flow we try to improve. 


In Dibenzyline, according to Abram- 
son’ and others, we have an adrenergic 
blocking agent inhibiting the transmission 
of sympathetic impulses to the vascular 
wall. In a patient with skin lesions it may 
be useful as a therapeutic trial and also to 
see whether the patient would benefit from 
sympathectomy. It is given orally in doses 
of 10-20 mg. three times a day. Side effects 
include nasal stuffiness and _ interference 
with sex function (ejaculation). Dibenzyl- 
ine is more effective than Priscoline in oral 
medication. 


For specific dilatation of arteries of the 
skeletal muscle Arlidin, an adrenergic com- 
pound, is used. Given orally in doses of 
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6 mg. three times a day, it is used for re- 
lief of intermittent claudication. Increased 
walking tolerance occurs in about half the 
cases treated. Arlidin is contraindicated in 
patients with coronary thrombosis. 


To concentrate the effect of a drug on the 
walls of the peripheral arteries and to avoid 
systemic reactions intra-arterial route is 
used. Thus Priscoline and other drugs have 
been found effective in dilating the cutane- 
ous tree when injected into the femoral 
artery. More recently 27 MI*, an iodide 
compound, has been used intra-arterially. 
Rose and Ebel‘ found that relief of rest 
pain occurred in 92% of cases and that 
healing of ulcerations “‘appeared to be ex- 
pedited by this form of treatment’. 27 MI 
caused less local reaction and fibrosis at 
the site of the injection and a greater in- 
crease in the skin blood flow as compared 
with Priscoline. During the two years with 
the peripheral vascular disease clinic of the 
Bronx VA Hospital, I administered a large 
number of these injections and was im- 
pressed with the rapid onset of pronounced 
hyperemia. Although demonstrable vaso- 
dilatation lasts less than one hour, such 
daily opening of arterial channels is worth- 
while. 


HISTAMINE I[ONTOPHORESIS 


Another route of depositing the medica- 
tion where it is needed and lessening the 
danger of systemic reactions is by ion trans- 
fer. In the technic recommended by Har- 
puder,’ histamine ointment is applied to 
the skin either proximal to or around the 
ulceration. Galvanic current is used and 
positive histamine ions, while being re- 
pelled from the positive electrode, are driven 
into the skin. Dilatation occurs as a result 
of a direct action on the vascular wall. Both 
iontophoresis and intra-arterial medication 
may be used after sympathectomy if an at- 
tempt at additional cutaneous dilatation is 
desirable. 


EFFECTS OF EXERCISE 


That active exercise is a potent means 
of increasing muscular blood flow was con- 


* While not commercially available the drug was supplied by 
Campbell Pharmaceuticals for research purposes. 
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clusively demonstrated by Wisham, Abram- 
son and Ebel.” The most effective type of 
exercise is where the muscles are offered re- 
sistance. On the other hand, the time-hon- 
ored Buerger’s postural exercises must be 
considered useless, as stated by Allen, Bar- 
ker and Hines.’ “‘Active-resistive’’ exercise 
is also credited with stimulating the devel- 
opment cf collateral circulation in response 
to increased demand for blood. Standing up 
on toes is good exercise. Walking to the 
point of incipient claudication pain is bene- 
ficial. Following brief rest periods, walkng 
should be continued. Severe pain must be 
avoided since it may provoke vasospasm. 
Harpuder* encourages his patients to walk 
and to go to work “except in cases of gan- 
grene, larger ulceration or infection’. The 
popularly held belief that walking shortens 
the life of an arteriosclerotic leg does not 
hold true, provided no significant skin le- 
sions are present. 


If the patient must remain in bed for a 
longer period of time, exercises should be 
administered in bed. Muscle atrophy and 
contractures must be prevented. Patients 
with painful lesions of the feet have a tend- 
ency to hold their legs in a flexed attitude. 
The result of this “‘withdrawal reflex” is a 
flexion contracture of the knee which is 
seen rather frequently in this condition un- 
less prevented by exercises. 


Rehabilitation aspects of borderline indi- 
cations for amputation may be a decisive 
factor. A younger man remaining bedridden 
for many months either because of severe 
claudication or a hopeless ulceration should 
be given the benefit of earlier amputation 
so that he may sooner return to a produc- 
tive occupation. 


SUMMARY AND CONCLUSIONS 


1. Physical medicine contributes valu- 
able procedures for the diagnosis and treat- 
ment of occlusive arterial disease. 


2. Vasodilatation is a major therapeu- 
tic objective. Various dilator agents, phys- 
ical and medicinal, are reviewed. Some of 
the newer vasodilator drugs, oral and intra- 
arterial, are briefly discussed. 


3. The subject is presented against the 
background of physiology. Distinction be- 
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With increasing knowledge in the psycho- 
pathology of emotional disorders, there is a 
parallel interest in utilizing the newer in- 
sights, and the bulk of clinical experience 
in the prevention of psychiatric disorders. 
This interest probably dates back to primi- 
tive man who found the cause of mental ill- 
ness in the sun, moon, etc., and proceeded 
towards the deification of inanimate and 
animate objects. The subsequent vicissi- 
tudes of the concept of mental illness, 
through the middle ages with its demon- 
ology and witchcraft, the closer ties between 
psychiatry and medical sciences, the dis- 
coveries of Freud with emphasis on a dy- 
namic, biological psychology, are all now a 
matter of record. 


In this country, the names of Benjamin 
Rush, Dorothea Dix, George Miller Beard, 
Clifford Beers, and Adolph Meyers are iden- 
tified as the main springs of a revival of in- 
terest which led to the foundation of a Na- 
tional Committee for Mental Hygiene in 
1910. The growth of psychological sciences 
has been phenomenal in the last 30 years. 
Its ramification is manifold, reaching in all 
areas of endeavor, with an outgrowth of 
subspecialities requiring highly specialized 
skills such as psychosomatic medicine, child 
psychiatry, criminality, and group psycho- 
therapy. 


In a consideration of the problem of pre- 
vention in psychiatry, certain clarifications 
are necessary. Specific etiological factors, 
similar to the frame of reference accepted 
in medicine, are generally not known. It 
should be recognized that emotional dis- 
orders are not diseases, but rather disturb- 
ances of personality, reactions to inner and 
outer conflicts, present or past. In this re- 
spect the early formative years of life be- 
come of paramount importance. A child 
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senses anxiety, love, warmth, acceptance, 
verbal or non-verbal or its opposite, in the 
parents. Another clarification is the con- 
cept of latency. A syphlitic chancre will 
heal with or without treatment but the dis- 
eases may reappear 15 or 20 years later 
as central nervous system lues. Similarly, 
emotional disorders, while rooted in child- 
hood, may manifest themselves at any time 
in life, such as upheavals at puberty, mal- 
adjustments in adulthood, and personality 
changes in the senium. 


Every psychiatrist in the course of his 
practice is confronted with the question: 
“If my troubles go back to childhood, why 
do I feel upset now!” The explanation is 
not always apparent or simple. We are cer- 
tain of the importance of unfavorable con- 
stellations without entering into a polemic 
of the constitutional versus the environ- 
mental. A mild obsessive compulsive im- 
proved rather dramatically in his overt 
symptomatology. He had been recently ap- 
pointed constable. When seen again about 
3 years later, he suffered a relapse following 
an arrest he made on an individual who had 
to be forcefully subdued. This man was a 
rigid, perfectionistic personality, who upon 
becoming an authority figure, achieved a 
measure of balance, but when confronted 
with an act of violence, guilt feelings be- 
came reactivated with re-emergence of overt 
symptoms. 


It is in the field of child psychiatry that 
prevention pvlays a major role. No attempt 
will be made here to cover this subject. Suf- 
fice it to say schematically that from the 
early years to adolescence, a process of 
growth, physical and psychological, un- 
folds itself. In this process there are needs 
to be satisfied; food, warmth, organismal 
spontaneous activity, but also the demands 
of cultural institutions to be met. In this 
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struggle the personality molds itself, fight- 
ing and fearing, overcoming obstacles, 
erecting defenses, compromising in the con- 
stant ebb and flow of the vicissitudes of 
life. From a state of helplessness, which in- 
cidentally is longest amongst all mammals, 
he may reach a high state of independence, 
mastery of his environment, maturity. One 
cannot but marvel at man’s remarkable 
ability to adaptation, providing however 
that the process of adaptation be gradual. 
This principle of the potentialities of the 
individual for change should always guide 
us in cur efforts to treat psychiatric dis- 
orders in fostering mental health and in the 
education of children, keeping mainly in 
mind the necessity for gradual change. 


Specifically, in daily clinical experience, 
many valuable conclusions have been drawn 
after thorough and longitudinal evaluation 
of patterns of behavior. In infancy, the 
problem of weaning is outstanding. This 
should be gradual. If too abrupt, there will 
be a tendency later on in life to develop a 
feeling of being cheated. If too late, a tend- 
ency towards dependency with _ possible 
branching into one of many clinical syn- 
dromes: alcoholism, obesity, peptic ulcer, 
bronchial asthma, etc. The underlying 
theme is “the world owes me a living 
and a loving’. Later, bowel training re- 
quires tactful handling. The child wants 
to touch, smear, but slowly he must con- 
form to societal demands. If he does not 
conform, it is preferable not to make an 
issue. Laxatives and enemas should be 
avoided as much as possible. Disturbances 
in this area subsequently may lead to path- 
ological degrees of orderliness, punctuality, 
and aggressiveness. The foundations are 
laid for a future obsessive compulsive per- 
sonality and a_ potential involution psy- 
chosis. 


At puberty one is confronted with an up- 
heaval both psysiological and social. There 
are normal transitory feelings of isolation, 
insecurity, inadequcy, and emotional in- 
stability in the form of easy crying and 
laughing. The genital urge is more power- 
ful, yet culture and religion impose restric- 
tions. Much tact will be needed in reaching 
a balance through supervision and educa- 


DELAWARE STATE MEDICAL JOURNAL 59 


tion. While it would be ideal if the wisdom 
of the elderly could be absorbed by youth, 
this rarely happens, and we must recognize 
the right of the individual to learn from 
one’s own experience. To be avoided are 
strong admonishments and fearful overpro- 
tectiveness. Gregariousness, healthy identifi- 
cations, opportunities for advancements and 
achievements at school and in sports should 
be encouraged. In the adult, prevention 
presupposes recognition of the problem with 
psychogenic potentialities. An acquaintance 
with the ordinary workings of the mind is 
indispensable as are the newer acqusitions 
in the field of psychosomatic medicine. 


Fundamental in treatment and preven- 
tion is a healthy doctor-patient relation- 
ship, particularly the ability to empathize. 
This has been defined as the capacity to 
project one’s feelings to others and works 
both ways. Mutual understanding can pave 
the way for a sound relationship and can 
soften resistance, lack of co-operation, and 
defiances. 


Some of the more common problems met 
in daily practice will be briefly discussed. 
The question of iatrogenic phobias has prob- 
ably been overstressed in the literature. A 
low or high blood pressure reading to the 
patient can become the focus of all his at- 
tention and trigger off a change in pattern 
of behavior, a manipulation of environment 
to achieve mastery, with secondary gain of 
money or sympathy. I’m inclined to be- 
lieve that such changes would have devel- 
oped sooner or later, and that the medical 
statement was seized upon only inciden- 
tally. It could have been a sentence from 
a book or sermon; a scene from a moving- 
picture or television. 


In the field of surgery, it is advisable to 
exercise some psychiatric prophylaxis, dis- 
cussing the chances of success, the amount 
of pain, the total financial expenses and 
allaying fears. Alertness is necessary in 
those patients who beg for operation. The 
need is probably more psychological than 
medical. An operation may release an 
acute endogenous depression with suicide. 
The depression may have been masked only 
by a subjective symptom of fatigue, or con- 
stipation, or a fixation on some body organ. 
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Plastic surgery generally is not noxious. 
The cosmetic repairs in women and children 
gratify a nucleus of narcissism that is pres- 
ent in everyone. A diagnosis of malignancy 
can have disastrous repercussion. When 
little time is available to size up the strength 
of a personality, and this can be very de- 
ceptive even for those better trained, a talk 
with the nearest responsible relative can at 
times guide us in our decision to inform or 
not inform the patient. 


Occasionally one is confronted with the 
phenomenon of denial of illness, for example 
in cases of coronary thrombosis. Restriction 
of physical activities, absolute rest in bed, 
etc., are prescribed, yet the patient behaves 
very lax, and nothing from his manner and 
attitude transpires which would suggest 
that he realizes the seriousness and gravity 
of his illness. This is a very touchy situa- 
tion. I wish to convey here simply the 
thought that the anxiety generated from 
the emotional acceptance of illness can be 
more devastating on a heart than physical 
activity. 


Another medical responsibility is that of 
preventing suicide. There are no absolute 
criteria for determining suicidal drives. It 
can be postulated however that danger ex- 
ists if (1) a lot of self-depreciation is pres- 
ent with little or no psycho-motor retarda- 
tion; (2) fear of losing his mind. Con- 
trary to old medical beliefs, such fears 
usually indicate a disintegrating mental 
process; (3) fear of punishment more so in 
the course of surgical operation in old peo- 
ple; (4) family history of suicide; (5) re- 
cent loss of person on whom patient de- 
pended such as wife, brother, or friend. 
While a depressed patient will commit sui- 
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cide after careful planning, the hysterical 
will do so on an impulse of the moment. 


A great challenge faces the medical pro- 
fession in the field of geriatrics. Those of us 
who dedicate most of our time in hospitals 
cannot but witness the increase in the per- 
centage of elderly persons in a hospital pop- 
ulation. They have become a burden to their 
families and the trend today is to shift this 
burden from the family to the community. 
They are the unwanted and the unloved. 
Apart from whatever measure of improve- 
ment can be derived by correction of certain 
physical disabilities, prostatism, cataracts, 
etc., it is essential that their sense of be- 
longing to a social group be restored. In- 
activity is demoralizing. At the VA Hos- 
pital in Wilmington a few patients with 
chronic brain syndrome due to arterio- 
sclerosis are admitted to the psychiatric 
ward either directly or as transfer from a 
medical ward. It is remarkable how a pro- 
gram of diversional, occupational, and 
group psychotherapy activities, coupled 
with personalized interest, will restore a 
sense of self-confidence and a degree of hap- 
piness. We believe this can be attributed 
to a common denominator: socialization. 


In summarizing, the concepts of person- 
ality, latency, adaptation have been out- 
lined. Because of the nature of psychiatric 
disorders, prevention is more effective in 
childhood. In adults there are limitations 
which, if properly assessed, can reduce 
future disappointments for the physician 
and patient. A few common medical situa- 
tions are presented, which, it is hoped, will 
stimulate attention in an area beyond the 
overt clinical symptomalogy. 
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THE RORSCHACH EXAMINATION IN DIAGNOSIS 
AND TREATMENT 


RicHArD H. Price, M.D.* 


Although most medical men are familiar 
with the Rorschach examination (ink blot 
test), few are cognizant of the true value 
of the test in diagnosis and treatment. 


The test was devised more than forty 
years ago by a physician, but its admin- 
istration was taken over largely by clinical 
psychologists, who have published more 
than three hundred books and myriads of 
articles concerning it—mostly in non-med- 
ical literature. 


The modern thought in the practice of 
medicine is that we should treat patients— 
not symptoms; personalities—not 
The Rorschach test affords a rapid means 
for personality evaluation. 


In the 1957 edition of Psychosomatic 
Medicine by Weiss and English, the follow- 
ing statements are made under the heading 
Rorschach Test: 


“The name Rorschach is derived 
from the man who originated the test 
and pioneered in its development. 
Usually it requires about an hour to 
administer, and even a longer time to 
interpret. The test consists of ten bi- 
laterally symmetrical, meaningless ink 
blots on cards which are presented one 
at a time to the patient who is aked 
to tell what they represent to him or 
what he sees in them. Half of the cards 
are black and white and half of them 
have color. The responses and com- 
ments when evaluated offer a remark- 
ably accurate means of gaining infor- 
mation about the patient’s reactions in 
terms of intellectual capacity, emo- 
tional control, quantity and quality of 
intellectual drive, special topics of con- 
flict, and the manner of approach to 
various problems. . . . When one finds 
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that a considerable amount of in- 
stinctual energy is being inhibited in 
the presence of psychosomatic disease 
we should suspect that this energy is 
playing a part in symptom formation. 
Hence, the Rorschach test may be use- 
ful not only to the psychologist and 
psychiatrist but also to the physician 
who is interested to know how mis- 
directed emotional energies may dis- 
turb the workings of the body... . 


‘“Kemple, working with patients in 
the general medical wards of the Pres- 
byterian Hospital of New York, found 
that Rorschach study of hospital pa- 
tients with rheumatic disease, hyper- 
tensive cardiovascular disease, coron- 
ary occlusion and fracture showed dis- 
tinctive personalities associated with 
each illness syndrome.” ' 


Many thousands of Americans learned 
of the Rorschach by means of a motion pic- 
ture, Dark Mirror. In the picture, Olivia 
DeHavilland took a dual role, portraying 
twins. A Rorschach examination revealed 
which of the twins had committed murder. 


While never having employed the ink blot 
test to discover murder, I did successfully 
utilize it to free a man from a false murder 
charge. This person shot and killed his wife 
—then immediately bundled his four small 
children into a car—and drove to a distant 
state. This event, together with the fact 
that he had stolen the gun from his wife's 
parents’ home a month before the incident, 
indicated enough guilt for an indictment of 
first degree murder. Yet the killing was 
purely accidental: he had been cleaning the 
gun when his wife came over to caress him, 
and the contact discharged the weapon. At 
the trial the prosecution tried to prevent me 
from being a witness for the defense, say- 
ing that there had been no intimation of an 
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insanity plea. However, when I stated that 
I had found the prisoner sane, I was al- 
lowed to testify. My statement was simply 
that a Rorschach examination definitely in- 
dicated the man’s personality to be such 
that his life-long pattern was one of fear of 
authoritative figures (such as parents and 
police) and that his impulsive running away 
from the death scene was due to this, not 
to guilt. He was freed of both first and 
second degree murder charges. 


My personal interest in Rorschach work 
was aroused in 1946 while working at the 
Veterans Administration Mental Hygiene 
Clinic in Washington, D. C. There I found 
that the Chief Clinical Psychologist, Dr. 
Alfred Cornsweet, could tell me much more 
about a person from one Rorschach exam- 
ination than I was able to learn from inter- 
viewing the patient for weeks and months. 
I discovered that this time-saving device in 
learning to understand people was reported 
in the Rorschach publication Psychodiag- 
nostics. This book was published by Emil 
Oberholzer, M. D. (who, like Dr. Ror- 
schach, was a Swiss psychoanalyst). Ober- 
holzer gave the test to a patient and sent 
the responses to Rorschach for interpreta- 
tion. Oberholzer reported: “I have nothing 
to add to the ‘blind’ diagnosis made by 
Rorschach, and I could not have given a 
better characterization of the patient than 
is supplied by the psychogram, though I 
had him under analysis for months.” * 


Many child guidance centers, mental hy- 
giene clinics, and hospitals depend a great 
deal upon the Rorschach examination as a 
valuable adjunct in diagnosis, supplement- 
ing it with other tests as indicated. 


The Rorschach test also is valuable in 
vocational counseling. An example of this 
is the case of a young man who had studied 
architecture for two years in a leading uni- 
versity. He could not understand his poor 
progress. The test showed me that he had 
an unconscious aversion to minute details 
and that he had an almost total lack of 
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originality. He changed his college work 
and became successful in another field. If 
the Rorschach had been administered 
before he began his college work, he might 
well have been spared two years of frustra- 
tion. 


Concerning treatment, although any 
physician can treat a person better if he 
understands the patient’s personality, the 
more specific use of the Rorschach tech- 
nique is in psycho-therapy. For example, a 
patient when first examined described one 
of the blots as follows: “It looks like a man 
or animal, impaled upon a pole.’ After two 
years’ treatment, he responded to the same 
blot: “It is a man sitting up with arms 
thrust out as if to make people laugh.” It 
required analytic probing to determine 
whether the patient, now able to sit up and 
take notice, wanted to make others laugh, 
or was afraid they might laugh at him. It 
was found that elements of each were in- 
volved. 


The test is very valuable in child guid- 
ance. It is my custom to give the Ror- 
schach to children from two years upwards, 
as well as to their parents, brothers, and 
sisters. Thus, the personality character- 
istics of the whole family become known. 
It is usually in interpersonal relationships 
at home that the basic causes of difficulty 
arise. Insight can be afforded both to par- 
ents and children as a result of information 
gained from the Rorschach examinations. 


While it is true that most medical men 
do not have time to study the Rorschach 
technique, they may have the test admin- 
istered to their patients by competent ex- 
perts. The interpretations of the examina- 
tions would afford the physicians better 
understanding of personalities under their 
care. 
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COMPRESSION OF THE AORTA AND URETERS BY A 
RETROPERITONEAL INFLAMMATORY MASS 


CASE REPORT 


JOHN H. FurLoncG, Jr., M.D.* 


and 


V. CONNERTY, M.D.** 


Among the causes of ureteral obstruction, 
that of compression by a chronic retroperi- 
toneal inflammatory mass is one of the least 
common. The condition was first reported 
by Ormond in 1948, and only 31 cases*** 
have been discovered in a review of the lit- 
erature up to 1958. The reporting of a single 
additional case seems worth while partic- 
ularly since it appears to be the first one in 
which the inflammatory mass compressed 
the abdominal aorta in addition to obstruct- 
ing both ureters. 


CASE REPORT 


A 35 year old colored man was admitted 
to the medical service in February 1954 
with the complaint of having noted totally 
bloody urine for one day. He had been 
working regularly as a laborer and there 
had been no previous urinary or general 
complaints. Ten years previously he de- 
veloped sudden pain and swelling of the 
left leg. This was treated as being due 
to thrombophlebitis; the symptoms dis- 
appeared in a few days and no subsequent 
trouble occurred. Also 10 years previously 
a primary penile luetic lesion was found and 
treated with injections of unknown type for 
one year. Nine years later a series of 15 
daily injections of penicillin was given and 
a spinal fluid examination was normal. 


The only abnormalities noted on phys- 
ical examination were a blood pressure of 


‘ Urology Consultant, Veterans Adm. Hosp., Wilmington. 
Del. | 
Chief of Laboratory Service, Veterans Adm. Hosp., Wil- 
mington, Del 

‘One of the seven cases reported by Raper in 1956 was 


omitted since no mention was made of surgical explora- 
tion or biopsy. 


170 110, slight A-V nicking of the retinal 
vessels, and a grade one apical systolic mur- 
mur. Among the laboratory studies should 
be mentioned a negative blood serologic test 
for syphilis, hemoglobin of 6.6 grams, and 
no evidence of red blood cell sickling. The 
urine had a specific gravity of 1.010 with 4 
plus albumin and sediment loaded with 
RBC and WBC. After a few days, the urine 
contained only a trace of albumin and 4 to 
8 WBC HPF. Several BUN determinations 
ranged between 62 and 68 mgms.%. Serum 
creatinine was 10 mgms.% and no P.S.P. 
dye was excreted in two hours. Three urine 
cultures showed no growth. The tuberculin 
skin test was positive. 


The hematuria ceased after a day and 
cystoscopic examination then did not reveal 
the source of bleeding. Ureteral catheters 
were passed easily and retrograde pyelo- 
grams showed marked bilateral hydrone- 
phrosis with at least the upper one half of 
the ureters also dilated. (Figure +1). 


Lumbar aortography was performed to 
help determine the status of the renal blood 
supply. The films showed normal renal 
arteries with a generalized diminution in 
fine renal vascular markings. There was an 
abrupt narrowing of the aorta beginning 
just below the origin of the renal arteries 
and extending into the iliac arteries. (Fig- 
ure +2 


Re-examination of the patient at this 
time revealed diminished femora] pulses and 
leg blood pressures averaging 123 110 as 
compared with arm pressures of 180 110. 
The cardiology consultant, Dr. J. Richard 
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“Initial retrograde pyelogram showing bilateral hydrone- 
phrosis with dilated upper ureters.” 

Durham, noted a systolic bruit anteriorly 
and posteriorly over the abdominal aorta. 
He felt that the findings might be due to a 
congenital coarctation of the abdominal 
aorta or to a Leriche syndrome. 


Despite the fact that the cause of the 
ureteral obstruction was still unknown, it 
was felt necessary to do bilateral neph- 
rostomies to prevent further renal deteriora- 
tion. Right nephrostomy was done in 
March, 1954 and in three weeks the BUN 
had fallen to 28 mgms.% with 32% P.S.P. 
excretion from the right kidney in 2 hours. 
Left nephrostomy was then performed. At 
that procedure the aortic pulsations were 
palpated at the level of the renal artery, 
and found to be normal. Just below this, 
the aorta narrowed abruptly, felt quite firm 
and did not pulsate. There was a marked 
systolic thrill noted in this area. After two 
months of nephrostomy drainage, the BUN 
had fallen to 15 mgms.% and two hour 
P.S.P. excretion was 35% from the right 
kidney and 9% from the left. Marked im- 
provement in the hydronephroses occurred 


DELAWARE STATE MEDICAL JOURNAL 


Marcu, 1958 


Figure 2 


“Lumbar aortogram showing narrowing and _ irregularity 
of the abdominal aorta below the origin of the renal 
arteries.”’ 


as renal function improved. Blood pressure 
at this time averaged about 120 80. 


In August of 1954, after another uretero- 
pyelogram had localized the ureteral nar- 
rowing at the middle third, the right ureter 
was explored extraperitoneally. The right 
ureter was markedly dilated down to the 
level of the fifth lumbar vertebra where it 
abruptly entered into a firm fibrous mass. 
The mass extended distally for about nine 
centimeters and was adherent to the peri- 
toneum and external iliac artery. The mass 
was incised to a depth of about one half 
centimeter and a biopsy was obtained. With 
further dissection, the ureter was identified 
and encircled within the mass. The ureter 
was then easily freed and completely deliv- 
ered from the mass. The ureter was moved 
laterally and the peritoneum sutured to the 
lateral edge of the mass to prevent return 
of the ureter to its previous site. Micro- 
scopically, the biopsy specimen consisted of 
dense fibrous connective tissue resembling 
scar tissue. There was a diffuse infiltration 
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of moderate density with round cells, 
plasma cells, and polymorphonuclear leuko- 
cytes. There was no evidence of neoplasia. 


During the following months the neph- 
rostomy tubes were kept open and the pa- 
tient returned to his previous occupation. 
Although +12F dilating bulbs could be 
passed cystoscopically to the right kidney 
and +10 bulbs to the left kidney, one could 
not be sure that the surgical procedure had 
really improved the physiologic right ure- 
teral obstruction. Left ureteral surgery 
therefore was not done. 


The nephrostomy tubes were changed oc- 
casionally and the renal form and function 
were checked by antigrade pyelograms and 
P.S.P. tests at intervals. Since renal func- 
tion did not deteriorate with the neph- 
rostomy tubes closed off for periods of sev- 
eral months at a time, the right nephrostomy 
tube was finally removed fourteen months 
after the right ureterolysis had been done. 
Left renal function remained poor and the 
hydronephrosis was unchanged so the left 
nephrostomy drainage was discontinued 
three months later. 


Vigorous repeated courses of antibiotic 
theraphy at this time failed to sterilize the 
urine; however the patient felt well and 
continued to work. An intravenous urogram 
done in April 1956 (four months after dis- 
continuing all tube drainage) showed fair 
excretion and improved hydronephrosis on 
the right side. There was insufficient func- 
tion for visualization of the left side. Dur- 
ing all this time the patient developed no 
signs of arterial insufficiency or dilation of 
the veins in the legs. The blood pressure 
also remained normal. 


In December 1956, 2 years and 10 months 
after his first admission, the patient was re- 
admitted in a moribund condition. Eight 
months after his last ureteral dilation he 
had apparently developed an acute pyelo- 
nephritis and sought no aid for it until he 
was too weak to walk. He died a few days 
after admission despite antibiotic and cor- 
tisone therapy. 


POSTMORTEM EXAMINATION 


The body was that of an emaciated 
young colored male who appeared to be his 


stated age. The uniquely unusual feature 
of the autopsy findings was the encasement 
of both kidneys, both ureters, and the ab- 
dominal aorta, from a level just below the 
origin of the renal arteries downward in- 
cluding the iliac arteries, in a sheet of dense 
fibrous connective tissue which, in some 
places, measured 1 centimeter in thickness. 
This tissue also covered the sacrum and 
posterior wall of the true pelvis. The in- 
carcerated segment of aorta was markedly 
constricted and narrowed, so that the cal- 
ibre of the lumen was no larger than that 
of a lead pencil (6 mm. in diameter). The 
diameter of the aorta proximal to the renal 
arteries was normal. The inferior vena cava, 
however, was not constricted. Both ureters 
were thickened and fibrosed and were con- 
stricted by the dense fibrous connective 
tissue so that a considerable degree of ob- 
struction had been produced. Consequently, 
the left kidney was completely destroyed as 
a result of pyonephrotic atrophy and 
weighed only 50 grams. It consisted virtu- 
ally of a thick-walled cystic structure con- 
taining puriform material in which the re- 
mains of the calyces were still manifest. 
There were no renal stones. The kidney 
was encased in a rigid fibrous connective 
tissue mass. The right kidney weighed 150 
grams. The capsule was markedly thick- 
ened and the organ was likewise encased in 
a rigid mass of dense, fibrous connective 
tissue. The renal pelvis and calyces were 
considerably dilated and filled with puri- 
form material. Microscopically, the left kid- 
ney was completely destroyed. The right 
kidney showed numerous closely-placed 
areas of scarring, fibrosis, and renal atrophy 
which were infiltrated with round cells. The 
mucosa covering the calyces was ulcerated 
and covered with an exudate of fibrin. The 
wall of each ureter was thickened and dif- 
fusely and heavily infiltrated with round 
cells, plasma cells, and neutrophils. The 
surface epithelium was ulcerated. Sections 
of the dense fibrous connective tissue 
showed only a few small scattered foci of 
round cell infiltration. Death was caused 
by uremia. 


Naturally, it is extremely difficult to be 
certain of the etiology of this condition. 
The marked constriction of the aorta might 
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lead one to infer that the condition was ac- 
quired as an aftermath of an extensive 
retroperitoneal inflammatory reaction when 
the aorta possessed a diameter of 6 mm. 
This would fix the time of the insult as 
occurring in infancy or early childhood. 
Another possibility is that the lesion repre- 
sents a congenital malformation. The lesion 
ultimately resulted in death, due to con- 
striction of the ureters by the scar tissue 
with resulting extensive renal damage and 
infection. 


REVIEW 


On reviewing the 31 cases of a similar 
nature reported in the literature, there 
seems to have been no common background 
of urinary or systemic infection. Cases 
have been reported in both the Caucasian 
and Negro races and in both sexes; how- 
ever males predominated numerically, 19 
to 8. The age at diagnosis ranged from 23 
to 69. Presenting symptoms have most 
often consisted of flank pain which cul- 
minated in acute anuria in 7 of the re- 
ported cases. The other symptoms men- 
tioned included hematuria, vague abdom- 
inal pains, pain simulating renal colic, 
weakness, and sometimes fever. In any 
event, the symptoms and findings were 
quite sufficient to lead to investigation of 
the urinary tract by pyelogram. Either non- 
function or some degree of hydronephrosis 
was observed in every case. Ureteral ob- 
struction was encountered at any level but 
most commonly over the sacral area. De- 
spite marked obstruction and even in the 
presence of anuria, several authors men- 
tioned the ease with which ureteral cath- 
eters could be passed. Leg swelling’ and 
calf pain on walking '' were mentioned once 
each as symptoms but, unfortunately, 
aortography was not performed in either 
case. Aortograms were mentioned as being 
normal in the one case '"' in which the in- 
flammatory mass was adherent to the 
spleen, tail of the pancreas, and splenic 
flexure of the colon. Raper'' mentioned 
partial encircling of the aorta with “inden- 
tation” of the aorta at the level of the dia- 
phragm in one of his cases coming to post- 
mortem examination. He further discussed 
the possibility of vascular involvement by 
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the inflammatory mass and stated that al- 
though no instances were found in the vas- 
cular surgical literature of such involve- 
ment, a surgical colleague had encountered 
two cases in which the process may have 
been present. Unfortunately, each case had 
preceding occurrences which of themselves 
could well have caused localized inflamma- 
tory changes. Despite the marked compres- 
sion of the aorta encountered in the present 
case, there was no appreciable obstruction 
of the vena cava —the ureters being the 
critical structures involved in the mass. It 
seems reasonable to suppose that cases will 
occur in which arterial or venous difficulties 
will be prominent. 


Treatment has been mostly dictated by 
the amount of renal damage caused by the 
obstruction. Nephrectomy, or at least neph- 
rostomy has often been necessary prelim- 
inary to an attack directly on the point of 
ureteral obstruction. It was possible to free 
the ureter and deliver it from the encompas- 
sing fibrous mass with surprising ease in al- 
most all of the surgically explored cases. 
Most of these cases did well at least during 
short term follow-up and apparently did not 
tend to develop recurring obstruction. In 
the present case however, the inflammatory 
process continued to extend and had again 
surrounded the ureter by two and a half 
years after the ureterolysis. Ureteral ob- 
struction may have been relieved somewhat 
by cortisone treatment in one of two cases!’ 
and by x-ray therapy used in another two 
cases.” 


SUMMARY 


A case of ureteral obstruction caused by 
a non-specific retroperitoneal inflammatory 
mass is presented. It is apparently the first 
case in which the abdominal aorta has also 
been compressed by the mass. The entity 
was first described in 1948 and the present 
case is the 32nd to have been reported in 
the succeeding 10 years. 


The etiology of the process is unknown 
but it does not appear to be recent urinary 
or intraperitoneal infection. The process is 
characterized by the presence of a localized 
firm fibrous retroperitoneal mass microscop- 
ically composed of dense fibrous connective 
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tissue with small scattered foci of adipose 
tissue and other foci of round cell infiltra- 
tion. 


The condition is important in that it may 


compress structures traversing the retro- 
peritoneal area, particularly the ureters. 
The diagnosis can be made only by surgical 
exploration and biopsy. 


Surgical freeing of the ureters from the 


mass seems to be helpful although on occa- 
sion the process has improved under anti- 
biotic, cortisone, or x-ray therapy. 


3. 
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IDIOPATHIC HYPERTROPHY OF THE HEART 


CASE REPORT 


WALKER Stamps, M.D. 


About once or twice each year there ap- 
pears on this 100-bed medical service a 
patient in congestive failure with a large 
heart for which no conventional etiologic 
process can be demonstrated. There is no 
history of rheumatic fever nor murmur to 
suggest valvular deformity. Significant ar- 
terial or arteriolar disease is absent. Hyper- 
tension is not present and there is no sup- 
port for a diagnosis of syphilis, beri beri, 
collagen disease or bronchopulmonary dis- 
ease. The majority of instances have been 
reported to occur in negro males.' Systemic 
and pulmonary embolizations appear com- 
monly. Friedberg describes this as idio- 
pathis hypertrophy of the heart.’ 


CASE REPORT 


History of Present Illness: This 47 year 
old Negro male was in excellent health, per- 
forming hard labor in the destruction of old 
buildings until three weeks ago. At this 
time he awoke during the night acutely 
short of breath. This symptom has per- 
sisted. He has had a sensation of tightness 
in the chest but no pain. No edema. Mod- 
erate, non-productive cough. 


Past Medical History: Negative. 


Family History: His father died of dropsy 
at age 74; his mother died age 73 of high 
blood pressure. 


Physical Examination: The patient was 
a well-developed, well-nourished male, with 
rapid, shallow, and slightly labored respira- 
tion. His neck veins were distended in the 
semi-recumbent position. The fundi were 
normal. Numerous, coarse and medium 
moist rales were heard over the lower one- 
half of the right lung posteriorly. The heart 
was markedly enlarged, the apex being in 
the left anterior axillary line in the 6th 
intercostal space. The rate was 104, the 


rhythm regular and the blood pressure 
130 90. A soft, slightly tender liver edge 
was felt two fingersbreadth below the right 
costal margin. There was no_ peripheral 
edema. 


Laboratory Data: Normal except for 19 
gm.% of hemoglobin and hematocrit of 
50%. The urine contained 1+ albumin, An 
x-ray of the chest (Figure 1) showed the 
heart to be considerably enlarged, particu- 
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Figure 1 

larly in the region of the left ventricle. 
There was moderate pulmonary congestion 
but no effusion. Serial electrocardiograms 
showed nonspecific abnormality with T 
wave inversion and slight coving in leads I, 
aVl, V5 and V6. There was no ST segment 
deviation. The findings were interpreted as 
those of left ventricular hypertrophy. There 
was no evidence of myocardial infarction. 


Course in the Hospital: The patient was 
given a 440 mg. sodium diet, rapidly digi- 
talized and given injections of 2 cc Mercu- 
hydrin at two day intervals. There was a 
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rather dramatic weight loss of 25 pounds 
during eight days, seemingly out of propor- 
tion to water retention. On the eighth day 
a repeat chest x-ray (Figure 2) showed a 
heart of almost normal size and clear lung 
fields. On the 20th hospital day the left 


Figure 2 


leg became painful, cold and pulseless. A 
laparotomy was performed and a cylindrical 
mass of clotted blood was removed from the 
left common iliac artery. The left leg, how- 
ever, became gangrenous and was ampu- 
tated at mid-thigh. During six months the 
patient was provided with an artificial limb, 
became ambulatory, asymptomatic and was 
discharged. He was gainfully employed as 
a caretaker of a comfort station, took 0.5 
mg digoxin daily and adhered to his sodium 
restricted diet. Five months later he was 
readmitted, to the hospital because of per- 
sistent dyspnea and nausea. His hospital 
course was one of chronic congestive failure, 
nausea and hemoptysis, despite varied and 
intensive therapy including oxygen, digi- 
talis and dicumarol and diuretics. He ex- 
pired seventeen months after the onset of 
his illness. 


Necropsy Findings: The heart weighed 
625 grams. Both ventricles were hyper- 
trophied, especially the left. The myo- 
cardium was firm and brown. There was a 
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small densely adherent thrombus in the 
apex of the left ventricle. Both coronary 
arteries were patent throughout and ade- 
quate in calibre. The left lung weighed 500 
grams. There was a hemorrhagic infarct 
of the peripheral portion of the upper lobe 
measuring 6 cm. in diameter. The right 
lung weighed 1050 grams. There was a 
large infarct in the lower lobe which occu- 
pied approximately one-half of its volume. 
The infarcted area was deep red in color 
and consolidated. The remainder of the 
lung was somewhat congested and edema- 
tous. 


Microscopic Description: One section of 
the heart showed slight to moderate in- 
crease in the amount of interstitial con- 
nective tissue. A second section showed a 
mural thrombus attached to the endo- 
cardium. The underlying myocardium 
showed a focus of myocarditis manifested 
by focal areas in which the muscle fibers 
had been replaced by proliferated fibro- 
blasts. This newly formed connective tissue 
was rather heavily infiltrated with round 
cells and macrophages. The arterioles in the 
myocardium were free from sclerosis. A 
third section of the heart showed a consid- 
erable area in which the subendocardial 
muscle fibers had been replaced by dense 
fibrous connective tissue which was infil- 
trated with round cells, macrophages and 
histiocytes heavily pigmented with hemo- 
siderin. A coronary artery 2 mm. in di- 
ameter was visualized in one of the sections. 
It showed only a minimal degree of athero- 
sclerosis. The vessel was widely patent. 
Microscopic sections of the kidneys showed 
an essentially normal architecture. An occa- 
sional arteriole was sclerosed. In general, 
the patency of the arterioles appeared to be 
adequate. 


SUMMARY 


A case is presented of cardio-megaly, 
chronic congestive failure and death due to 
interstitial fibrosis of the myocardium of 
undetermined etiology. 
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CRYPTOCOCCUS INFECTIONS IN MAN 


OwEN P. LAMErRSON, M.D. 


Cryptococcus infections have been re- 
ported with increasing frequency during the 
last few years. This probably is due to an 
increased awareness of the clinica] mani- 
festations of this disease, enabling phys- 
icians to carry out the necessary laboratory 
procedures to ascertain its presence. Cases 
of cryptococcosis have been reported from 
almost every country in the world, in both 
sexes, and in every age group. It is a pro- 
tean disease which can assail practically 
every organ in the body, but has received 
most of its notoriety because of its cruel 
and highly fatal invasion of the central ner- 
vous system. 


HISTORICAL ASPECTS 


Zenker, in 1861, probably described the 
first case in a man who died of a fungus 
infection of the central nervous system. 
Busse, in 1894, reported a man with a sub- 
periosteal abscess of the tibia containing a 
budding, yeastlike organism who later died 
of a generalized infection of the skin and 
viscera. Curtis, in 1896, found a yeastlike 
organism in a myxomatous tumor of the hip 
and Van Hanseman, in 1905, isolated a 
yeast from the spinal fluid of a suspected 
case of tuberculous meningitis. In _ this 
country, in 1916, Stoddard and Cutler re- 
ported two cases in patients with signs of 
brain tumor caused by a budding fungus. 
They named this fungus Torula histolytica. 
Carton, in 1951, reviewed the literature and 
found approximately 220 published cases to 
that time. 


MICROBIOLOGY 


The causative agent in this disease is 
Cryptococcus neoformans, which is a non- 
sporulating, non-mycelial, budding, yeast- 
like fungus belonging to the blastomyces 
group. It may be grown at room tempera- 
ture or at 37° C., on all common laboratory 
media. It produces a brownish, mucoid 


colony at room temperature on Sabourauds 
media. This fungus characteristically forms 
a wide capsule both in the tissues and on 
culture media. The capsule can best be seen 
by placing a drop of india ink in the ma- 
terial to be examined on a slide and cover- 
ing it with a cover slip. The organism is 
then seen as a thick-walled, spherical, at 
times budding cell, 5 to 15 microns in di- 
ameter, surrounded by a wide, clear capsule. 
In general, C. neoformans displays little 
biochemical activity on most media though 
a few strains will produce acid from a num- 
ber of the carbohydrates. The pathogenicity 
of the organism may be proven if infected 
material is injected intraperitoneally or in- 
tracerebrally in the mouse, where it is 
highly infectious. This differentiates it 
from the non-pathogenic cryptococci which 
are occasionally found in the stool and on 
the skin. 


PATHOLOGY 


The vast majority of the reported cases 
had central nervous system involvement. In 
Carton’s review of 220 cases, 201 had dis- 
ease of the nervous system. The organisms 
may be found free in the spinal fluid, in the 
meninges, and in the perivascular spaces in 
the brain substance. All areas of the brain 
may be involved. Often, there is little cellu- 
lar reaction about the organisms which may 
form jelly-like masses or cysts. At other 
times, the organisms may be surrounded 
by a chronic, inflammatory response with 
giant cells and macrophages being present. 
The organisms may be seen free or within 
the endothelial cells. Meningitis is seen in 
roughly half the central nervous system 
cases and is characterized by pale, grayish, 
translucent nodules very similar to tuber- 
culous meningitis. 


In the lung, the second most commonly 
reported site of infection, the lesions, ac- 
cording to Haugen and Baker, may be mili- 


4 

: 

j 

: 

$ 

4 

: 

$ 


MARCH, 1958 


DELAWARE STATE MEDICAL JOURNAL XXX 


PARKE 


Inititutional 


COFFEE —‘TEAS 
SPICES CANNED FOODS 
FLAVORING EXTRACTS 


L. H. Parke Company 


Philadelphia  - Pittsburgh 
7746 Dungan Rd., Phila. 11, Pa. 


about 


46 CALORIES 


per 18 gram slice 


INGREDIENTS 
WHEAT, WHOLE WHEAT AND FLAKED OR 
ROLLED WHEAT FLOURS, YEAST, MOLASSES, 
SALT, HONEY, MALT, CARAMEL, SESAME SEED, 
YEAST FOOD, WITH AN ADDITION OF WHOLE 
RYE, OATMEAL, SOYA, GLUTEN AND BARLEY 
FLOURS, PLUS DEHYDRATED VEGETABLE FLOURS, 
INCLUDING CARROT, SPINACH, KELP, LETTUCE, 
PUMPKIN, CABBAGE, CELERY AND PARSLEY. 
CALCIUM PROPIONATE ADDED TO 
RETARD SPOILAGE. 

Baked exclusively FOR YOU by 


Under License By National Bakers Services, Inc., Chicago 


JOHN G. MERKEL 
& SONS 


fatoralor valid Se upiprlies 


PHONE OL 4-8818 


801 N. Union Street 


Wilmington, Delaware 


ECKERD’S 
DRUG STORES 


COMPLETE 
DRUG SERVICE 
FOR 


PHYSICIAN - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 
TRUSSES 


900 Orange Street 
513 Market Street 723 Market Street 
Fairfax 3002 Concord Pike 
Manor Park DuPont Highway 
Merchandise Mart Gov. Printz Blvd. 


3 
‘ 
| ® 
° 
| | 


new 


in sulfa therapy 


ONLY ONE TABLET A DAY 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK tC Lederle ) 
*Reg. U. S. Pat. Off. 


tee 


¥ 
i 
a 
7) 
€ 


SULFAMETHOXYPYRIDAZINE (3-SULFANILAMIDO-6-METHOXYPYRIDAZINE) LEDERLE 


New authoritative studies prove that KyNEX dosage can be reduced even 
further than that recommended earlier.’ Now, clinical evidence has established 
that a single (0.5 Gm.) tablet maintains therapeutic blood levels extending 
beyond 24 hours. Still more proof that KyNex stands alone in sulfa per- 
formance — 

* Lowest Oral Dose In Sulfa History—0.5 Gm. (1 tablet) daily in the usual 
patient for maintenance of therapeutic blood levels 

* Higher Solubility—effective blood concentrations within an hour or two 
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TABLETS: Each tablet contains 0.5 Gm. (7'2 grains) of sulfamethoxypyrr 
dazine. Bottles of 24 and 100 tablets. 

syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. 
of sulfamethoxypyridazine. Bottle of 4 fl. oz. 
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tary, consisting of masses of organisms only, 
or subpleural nodules composed of non- 
encapsulated giant cells, lymphocytes, and 
macrophages. Occasional ‘“‘caseation’”’ was 
seen, but this was felt to be due to a ne- 
crosis of masses of organisms and not the 
caseation of the tuberculous nodule. The 
lesions can easily be confused with sarcoid 
or tuberculosis. The kidney, spleen, and 
lymph nodes are not uncommonly involved. 
Here, similar granulomatous lesions have 
been reported. In the skin, acne-like lesions 
and ulcerations are sometimes seen. 


EPIDEMOLOGY 


The source of the infection in man is un- 
known. Cryptococcus neoformans occurs 
spontaneously as a disease in animals and 
has been reported in the ox, horse, and 
swine. No proven cross infection from ani- 
mal to man has been demonstrated. The 
organism is also found in the soil and is 
probably very widespread in nature. Some 
investigators believe the portal entry is 
through the lungs. Healed pulmonary 
lesions have been found in some cases of 
patients dying of Cryptococcus meningitis. 
It is admitted, however, that these lesions 
might have been those of old-healed tuber- 
culosis. The skin and gastro-intestinal tract 
have also been incriminated. The wide dis- 
semination sometimes seen certainly sug- 
gests a hematogenous spread from some in- 
itial focus. 


CLINICAL MANIFESTATIONS 


By far the most common manifestation 
of the disease is some abnormality of the 
central nervous system. 


The infection of the central nervous sys- 
tem is a chronic inflammatory disease which 
gives a wide variety of neurological mani- 
festations. It most commonly mimics tuber- 
culous meningitis. It has also been con- 
fused with brain tumor, brain abscess, 
chorio-meningitis, subarachnoid hemorrhage 
and encephalitis. Most of the patients will 
run a low grade fever; however, tempera- 
tures that exceed 101.0° are so unusual in 
this disease that if present, they suggest 
some other illness. The temperature is not 
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uncommonly normal. Little or no help can 
be derived from the blood picture which is 
often normal or shows only a slight poly- 
morphonuclear leucocytosis. The cerebral 
spinal fluid also gives variable results. Most 
patients exhibit some increase in spinal fluid 
pressure; however, it may fall within nor- 
mal limits. The fluid may be clear or 
slightly opalescent and even xanthochromic. 
The protein levels are almost always ele- 
vated and the sugar and chloride contents 
are usually depressed. The depression of 
these latter values is usually significant but 
only in the moderate range. The cell count 
has been reported anywhere from 6 to 1800 
cells per cubic millimeter. Lymphocytes 
usually predominate but occasionally poly- 
morphonuclears are the most numerous cells 
seen. Serological tests and skin tests are of 
no value in the diagnosis of this disease, 
since they are usually negative in proven ac- 
tive cases. 


Hence, the diagnosis of central nervous 
system crytococcosis cannot be made until 
the organism is seen on smear or culture. 
These are often negative on any one exam- 
ination. Therefore, the fluid must be re- 
peatedly examined and cultured, and all 
cultures incubated for at least 1 month to 
6 weeks before they are discarded as nega- 
tive. The organisms can be cultured from 
the sputum in cases of pulmonary crypto- 
coccus and in the urine in cases of renal in- 
volvement. Occasionally, blood cultures are 
positive in disseminating cases. 


The central nervous system form of the 
disease has been hightly fatal in the past. 
Carton stated that 70% were dead within 
3 months of the onset, and 86% died within 
the first year. Up until the time he com- 
piled his data in 1951, he knew of only one 
proven case of cure of the central nervous 
system form. This was the case of Marshall 
and Teed, who employed sulfadiazine in 
large doses. That case was cleared clinically 
and the patient’s spinal fluid was com- 
pletely negative 6 years after the treatment. 
The rest of the survivors were apparently 
in a quiescent phase of the disease but still 
had abnormal spinal fluids up to 9 years 
following the onset of the illness. There 
were 13 reported cures in 19 patients who 
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did not have central nervous system in- 
volvement. Apparently, the disease is rela- 
tively benign so long as the nervous system 
is not infected. 


TREATMENT 


A very wide variety of agents have been 
used in the treatment of cryptococcosis. 
These include all of the antibiotics and sulfa 
drugs, roentgen ray, fever therapy, gold, 
vaccines, iodides, serums, copper, alkalin- 
ization, and actidione. All of these have 
proven ineffective, except for sulfadiazine 
in the case of Marshall and Teed. Recently, 
a new agent has been introduced, Ampho- 
tericin-B. It is derived from an undescribed 
species of streptomyces. Preliminary re- 
ports from a number of investigators indi- 
cate that it is potent against cryptococcus 
and other disseminated mycotic infections. 
It is too early to state that this drug is 
curative because of the known tendency of 
some cases to remiss even without therapy. 
This drug is apparently effective only when 
given by an intravenous route and over a 
prolonged period of time. The recom- 
mended dosage is 1.0 mgm Kg daily in glu- 
cose and water over a 6-hour period. It is 
usually necessary to start out at 0.25 mgm 
Kg and increase the dose gradually to avoid 
toxic effects. The usual reactions seen are 
chills, fever, nausea, vomiting, headaches, 
and rising BUN. Phlebitis at the site of the 
infusion may also occur. These symptoms 
can be reduced by the use of aspirin and 
antihistaminics. 


We have had the opportunity of treating 
one case of suspected cryptococcosis with 
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this agent at this hospital.* He experienced 
all of the above side effects, especially in 
the initial period of therapy. However, after 
the second and third weeks, he seemed to 
develop a tolerance to the drug and these 
reactions diminished markedly. The BUN 
which rose moderately during the therapy 
has subsequently returned to normal after 
cessation of treatment. At the present time, 
the patient feels clinically well, although the 
spinal fluid has not yet returned to normal. 


SUMMARY 


Cryptococcosis is probably a much more 
common disease than the reported cases in- 
dicate. It certainly should be suspected 
and looked for in any case of central ner- 
vous system disease with spinal fluid pleo- 
cytosis. Repeated attempts to culture the 
organism should be carried out and all cul- 
tures incubated from 4 to 6 weeks. All ther- 
apy has been poor in the past, but the new 
agent Amphotericin-B shows definite prom- 
ise as an effective agent against this disease. 
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PULMONARY EMBOLISM: A GENERAL MEDICAL PROBLEM 


WILLIAM E.. Witson, M.D. 


Clinical and pathological studies in the 
past twenty years have demonstrated that 
pulmonary embolism occurs relatively fre- 
quently, that it is often a subacute, and 
sometimes insidious, process, that it is seen 
more frequently in medical patients than in 
surgical patients and that it is usually as- 
sociated with medical problems common to 
general practice. This differs greatly from 
the classic conception of pulmonary em- 
bolism as an infrequent cause of dramatic 
sudden death in a postoperative or post- 
partum patient. 


TERMINOLOGY: Pulmonary embolism re- 
fers to the migration of particulate matter 
or gas from any portion of the cardiovasc- 
ular system peripheral to the pulmonary ar- 
tery and its lodgment in the pulmonary 
arterial tree. This discussion is limited to 
emboli originating as thrombi in either the 
right sided chambers of the heart or in the 
systematic venous bed contributory thereto. 
The process of embolism, together with the 
necessary antecedent thrombus formation 
is referred to as thrombo-embolism. Throm- 
bus formation in an apparently healthy and 
intact vein is called phlebothrombosis, while 
thrombophlebitis designates thrombus for- 
mation in a vein inflamed by trauma, by 
lowgrade infection or by severe local metab- 
olic disturbances such as gangrene. Septic 
thrombophlebitis refers to thrombus for- 
mation in a vein involved in frankly pyo- 
genic infection, the thrombi themselves be- 
ing infected; this type is rare. Mural throm- 
bosis designates thrombus formation over 
a myocardial infarct or over an athero- 
sclerotic ulcer; this type is relatively rare 
also. 


THE INCIDENCE OF THROMBOEMBOLISM. On 
careful necropsy, deep venous thrombosis is 
found in 50% of all patients confined to 
bed, whereas it is recognized clinically in 
only 1% to 2% of general hospital patients. 
Antecedent thrombosis has been recognized 


clinically in only 11% to 15% of patients 
subsequently developing pulmonary embol- 
ism, whereas careful search after non-fatal 
embolism has disclosed significant throm- 
bosis in more than 50% of cases. 


Pulmonary embolism also is_ poorly 
recognized clinically. Of all deaths occur- 
ring at home during 1951 in Columbus, 
Ohio, the diagnosis of pulmonary embolism 
appeared on only .76% of death certificates. 
Among all hospital deaths in the same city 
and year the diagnosis appeared on 2.91% 
of death certificates, possibly reflecting bet- 
ter clinical observation as well as necropsy 
study. However a 4% year necropsy sur- 
vey of deaths in custodial institutions in 
Columbus yielded an overall incidence of 
pulmonary embolism of 25.7%, slightly 
more than half of which represented prob- 
able cause of death. This survey was sig- 
nificant in that the institutional population 
was far more representative of the general 
population than is the population of any 
acute disease hospital. A similar necropsy 
survey in Pittsburgh yielded similar figures. 
Hospital necropsy surveys in the United 
States and Canada indicate that pulmonary 
embolism occurs in about 10% of hospital 
deaths and that it is the immediate cause 
of death of 3% to 5% of hospital deaths. 
Clinical surveys of pulmonary embolism in 
general hospitals indicate an incidence in 
the order of 1% of all patients. However, 
the fact that the ratio of clinically diag- 
nosed non-fatal emboli to fatal emboli varies 
widely between 9:1 and 1:1 suggests that 
non-fatal emboli are being overlooked in 
some hospitals. Despite this, the reports of 
two recent surveys in general hospitals ob- 
served that pulmonary embolism was diag- 
nosed more frequently than any other acute 
pulmonary condition including broncho- 
genic carcinoma. 


CONTRIBUTING FACTORS OF INCIDENCE: 
Advancing age of the patient increases the 
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incidence, although thromboembolism is 
seen in any age group from 10 years upward. 
Only 15% of incidents occur below the age 
of 40, while the age group of 50 through 74 
accounts for over 50% of incidents. Sex is a 
factor, females predominating over males in 
the ratio of 3:2 or better. Antecedent mor- 
bidity is probably the most important fac- 
tor, being present in at least two thirds of 
reported cases. The incidence of pulmonary 
embolism in patients hospitalized for sur- 
gical reasons is in the order of .24% to .6%, 
but in patients hospitalized for medical rea- 
sons it is in the order of .6% to 1.2%. 
About half the patients hospitalized for 
medical reasons and suffering pulmonary 
embolism have cardiac disease, most fre- 
quently mitral deformities, and about one 
third are in congestive failure. Other im- 
portant medical associates of pulmonary 
embolism include peripheral vascular dis- 
eases, blood dyscrasias, severe infections, 
carcinomas and any prolonged and debili- 
tating disease. The commonest surgical 
events associated with pulmonary embolism 
are severe trauma, pelvic laparotomy, bowel 
resection and gastrectomy. 


THE THROMBOTIC Process: For throm- 
bosis to occur, there must be either slowing 
of the velocity of the blood flow, damage 
to the venous wall or changes in the com- 
position of the circulating blood. The first 
condition is seen in some degree in most 
cases of thromboembolism as any morbid- 
ity would cause this. Congestive failure en- 
hances this condition. Simple vascular de- 
pendency, as seen in prolonged sitting, or 
even local venous blockage caused by cross- 
ing the knees, is enough to precipitate 
thrombus formation in apparently healthy 
subjects. 


Local venous damage, whether caused by 
infection or by trauma, such as phlebotomy 
or the injection of irritant diagnostic or 
therapeutic substances, is always present in 
thrombophlebitis, providing a firm anchor- 
age for the thrombus. Although venous 
damage is not apparent in phlebothrombos- 
is, it is possible that there are subtle tissue 
changes, induced by local blood stagnation 
and its attendant anoxemia, capable of 
precipitating thrombosis. However, these 
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thrombi are poorly anchored, especially aft- 
er clot retraction has taken place. 


Significant changes in the composition of 
the circulating blood probably are involved 
in the thrombosis associated with polycy- 
themia, platelet disorders, minor transfusion 
reactions, dehydration and the toxemias of 
systemic infections. 


The antecedent thrombosis may occur in 
any part of the body, but the overwhelming 
majority occur in the deep veins of the 
lower extremities. In order of decreasing 
frequency are thrombi in the pelvic plexus, 
the inferior vena cava, the heart and the 
superior vena cava together with its tribu- 
taries. Thrombosis in the last named venous 
complex is about one fiftieth as common 
as that in the veins of the lower extremities. 


THE EMBOLUS AND ITS IMMEDIATE EF- 
FECTS: In phlebothrombosis the clot is free 
to move on with the blood stream as soon 
as retraction has occurred, and it frequently 
does just that, leaving no clue as to its 
original site. Although the clot of throm- 


bophlebitis is theoretically well anchored, 
frequently a freely floating tail of clotted 
blood propagates proximally from the orig- 
inal clot, a potential embolus which can 
break off at any time, especially after it 
extends beyond a major venous confluence. 
The significance of physical exertion in 
such a condition is apparent. 


If the embolus is large enough to block 
an entire pulmonary artery there follows 
severe right ventricular failure and, because 
of inadequate venous return to the left side 
of the heart, both cerebral and myocardial 
ischemia, with death occurring in a few 
minutes. This dramatic picture is relatively 
rare, probably occurring in less than 15% 
of pulmonary embolisms. 


Embolic occlusion of one or more of the 
larger branches of the pulmonary artery 
causes atelectasis, edema, hemorrhage and 
inflammation of the affected pulmonary 
segments, as well as an acute cor pulmonale. 
Actual pulmonary necrosis may not take 
place because of the persistance of the nu- 
trient bronchial arterial tree arising from 
the aorta. Death may not ensue, but a 
series of abnormal reflexes, caused by the 


5 
. 
: 
3 * 
: 
3 
3 
Br 
fy 


Marcu, 1958 


embolism, may lead to markedly disturbed 
physiology. These include reflex bilateral 
pulmonary vasoconstriction and further in- 
crease of pulmonary vascular resistance, re- 
flex peripheral vasodilatation and possible 
shock, reflex cardiac arrhythmias and fur- 
ther reduction of coronary flow, reflex dif- 
fuse bronchial constriction and hypersecre- 
tion causing asthmatic type respiratory ob- 
struction, reflex and excessively rapid and 
shallow respirations with resulting anoxemia 
and further pulmonary vascular resistance, 
and a reflex coronary vasoconstriction. 


Embolization of smaller arterial radicles 
is not necessarily less serious, especially if 
it is multiple; abnormal physiological re- 
flexes arising from such embolization can 
cause death. Usually, however, this type of 
embolization is quite bland, sometimes “‘si- 
lent”’. 


SYMPTOMS AND SIGNS OF PULMONARY Em- 
BOLISM: Because of the varying degrees of 
severity and because of the variety of re- 
flexes engendered by pulmonary embolism 
there is no typical clinical picture. The 
over-all clinical picture may suggest any of 
a number of cardiac events from myocardial 
infarction to simple congestive failure. It 
may mimic a number of pulmonary diseases 
including pneumonia and pleurisy, with or 
without effusion. It may be predominately 
neurological because of anoxia or ischemia 
causing fainting, convulsions or hemiplegia. 
Abdominal pathology can be suggested by 
referred pain and by jaundice. 


The commonest single symptom is severe 
chest pain, either pleuritic or cardiac in 
character. It may be caused by local pul- 
monary circulatory disturbances, by pleural 
reactions or by reduced coronary flow. Next 
in frequency is severe dyspnea, which may 
occur without clinical signs of either pul- 
monary or cardiac disease. It is caused by 
bronchospasm, reduced pulmonary circula- 
tion, atelectasis, infarction and reduced dia- 
phragmatic excursion. Cough is relatively 
common, but hemoptysis occurs in less 
than 25%. 


Of the clinical signs, spiking fever is the 
commonest, often being sustained for a 
week or more but not accompanied by chills. 
Occasionally the only diagnostic clue is a 
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fever of unknown origin, resistant to anti- 
biotics. Another common sign is tachycardia 
out of proportion to temperature and to 
other evidences of cardiopulmonary disease. 
Commonly seen are such pulmonary signs 
as areas of dullness, crepitant rales, bron- 
chial breath sounds and friction rubs. Pe- 
ripheral circulatory collapse and circulatory 
failure are common. Marked rib tenderness 
is common also. Less common is acute cor 
pulmonale, manifested by dilatation and 
pulsation of the jugular veins, by accentu- 
ation of second pulmonic sound, by prom- 
inent pulsations in the left second and third 
intercostal spaces, by loud pulmonic systolic 
murmur, by cyanosis, by gallop rythm and 
by characteristic changes seen on roentgen- 
ogram and electrocardiogram. This syn- 
drome can be terminated by the appear- 
ance of either congestive failure or periph- 
eral vascular collapse. Less common are 
coma, convulsions, nausea, vomiting, hic- 
cough and jaundice; the last named re- 
quires severe liver congestion and the pres- 
ence of anoxia and hemolysis. 


The onset of embolism may be heralded 
by an isolated episode of paroxysmal auric- 
ular fibrillation, by syncope or by sudden 
vascular collapse. Any of these may ante- 
date other symptoms and signs and should 
be considered suspicious if noted repeatedly. 


The periodicity of symptoms and signs 1s 
most characteristic. There may be prolonged 
quiescent periods, separated by periods of 
activity in which the symptoms and signs 
are not always the same. 


LABORATORY Data: Moderate leucocytos- 
is, often epsiodic, is very common, as 1s 
elevated erythrocyte sedimentation rate. 
Hyperbilirubinemia is noted in 50% of 
cases. The electrocardiogram may or may 
not show a cor pulmonale configuration, in- 
cluding a deep S in lead I, prominent Q in 
lead III and inverted T waves in lead III 
and the right precordial leads. Transient 
partial bundle branch block may be pres- 
ent, as may be clockwise rotation or right 
axis shift. None of these changes are path- 
ognomonic, and about 25% of the tracings 
are normal, except for the residuals of an- 
tecedent cardiac disease, if any. The serum 
glutamic oxalacetic transaminase (SGO-T) 
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level is normal, except when jaundice or re- 
cent cardiac damage may be present; this 
is an excellent aid in differentiating myo- 
cardial infarction. 


The radiologic findings are notably un- 
reliable, even in the hands of a capable 
radiologist. At times there may be no 
changes visible, but commonly seen are 
disc atelectasis, high diaphragm on the af- 
fected side, prominent pulmonary conus and 
arteries, edema and areas of increased lum- 
inosity corresponding to the ischemic seg- 
ments. Fluoroscopy may reveal unusual ac- 
tivity of the diaphragm or of the pulmonary 
markings. 


CORRELATION OF EMBOLISM WITH ANTE- 
CEDENT THROMBOsIS. The finding of venous 
thrombi or thrombophlebitis in the systemic 
circulation provides reliable confirmation of 
suspected embolism. The search must be 
meticulous and comprehensive of the body 
as a whole. Even then the examination may 
not be successful in more than 70% of 
cases. Clots from phlebothrombotic sources 
may leave no trace behind them as they 
embolize. However, daily examinations sub- 
sequent to the embolic event may discover 
new thrombotic episodes. 


THE OMINOUS IMPLICATIONS OF PUL- 
MONARY EMBOLISM. A patient surviving the 
first pulmonary embolism faces a 30% 
chance of repeated attacks and a 20% 
chance of a future fatal attack. In cardiacs 
each embolic episode carries the danger of 
fatal circulatory changes, as well as lesser 
cardiovascular complications, such as simple 
congestive failure. It may insidiously pro- 
long cardiac morbidity in the face of what 
seems to be adequate cardiac therapy. Pul- 
monary embolism occurring without mon- 
strable medical or surgical morbidity, or 
debility restriction of physical activities 
brings up the question of hidden disease, 
such as cancer, leukemia and _ throm- 
oangitis obliterans. Finally, there is a small 
group of cases suffering repeated small em- 
bolic episodes which are not noticed clin- 
ically and which do not cause much paren- 
chymal lung damage, but which ultimately 
lead to extreme embolization of the arterial 
tree with chronic cor pulmonale resembling 
Ayerza’s disease. 


1958 


PROPHYLAXIS AND TREATMENT: It is evi- 
dent that every effort must be made to 
abort thromboembolism and to prevent fur- 
ther embolization. The results following 
the use of anticoagulants, thrombotomy 
and venous ligation have not been uniform- 
ly good, continuing embolization and even 
fatalities occuring in the face of apparently 
adequate management. However, excellent 
results are seen from time to time, and each 
new case should be given the benefit of avail- 
able therapy. Theoretically the anticoagu- 
lants are useful in preventing the propaga- 
tion of free floating clots at sites of throm- 
bophlebitis as well as preventing fresh 
phlebothrombosis. Venous ligation should 
be useful in blocking embolization of formed 
phlebothrombotic clots; bilateral femoral li- 
gation has given better results than has 
unilateral ligation. 


Among the debilitated and bedridden ag- 
gressive physical therapy tailored to the pa- 
tients’ physical capacities is a better clot 
preventive than is sitting out of bed with 
legs in dependency. Elastic stockings serve 
to reduce the volume of the venous bed and 
to promote venous return. Pressure upon 
soft parts of the extremities, as caused by 
tubular framed furniture is to be avoided. 
Finally the patient must get up on his feet 
and walk as soon as, and as long as it is 
physically feasible. 
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PROBLEMS ARISING WITH BLOOD TRANSFUSIONS 


C. Davis BEetcHer, M.D. 


The tremendous increase in blood trans- 
fusions has brought many problems into the 
limelight which were formerly of only tech- 
nical importance. With patients receiving 
blood from many donors the possibility of 
disease transmission is heightened. Rare 
blood types and a variety of reactions pre- 
sent new problems as the use of blood 
transfusions continues to mount. 


How much blood to give must be decided 
by clinical judgment, but simple calcula- 
tions can give information that will be a 
helpful guide. Consider first the patient 
who comes in with a severe anemia, who is 
not actively bleeding and whose general con- 
dition supports the assumption that his 
blood volume is essentially normal. Blood 
volume can be taken as 8% of body weight, 
but you must decide whether to use actual 
weight or make allowances for edema, de- 
hydration or malnutrition. Having decided, 
any one of the three following formulas 
will give a reasonable approximation to the 
blood requirement. The one to be used de- 
pends on whether the laboratory reports 
red cell count, percent hemoglobin, or grams 
hemoglobin. 


1. (Desired RBC-measured RBC) (Weight 
125,000 
in pounds) = ce of blood required. 


2. 0.4 (Desired Hemoglobin percentage - 
measured Hemoglobin percentage) 
(Weight in pounds) = ce of blood re- 
quired. 


3. 2.66 (Desired Hemoglobin in grams - 
measured Hemoglobin in grams) (Weight 
in pounds) = cc of blood required. 


A single example will illustrate their use. 


A 150-pound patient is admitted with 
an RBC of 1,200,000, and hemoglobin of 
25% or 3.75 grams. Clinically it is judged 
the patient’s weight is normal, blood vol- 


ume is normal and he has not bled recently 
and is not bleeding now. It is desired to 
transfuse this patient until his RBC equals 
5,000,000, hemoglobin equals 100%, or 15 
grams. 


Using Formula #1 


5,000,000 — 1,200,000 


Using Formula #2 
0.4 (100 — 25) 150 = 4,500 ce. 


Using Formula #3 
2.66 (15- 3.75) 150 = 4,488 cc. 


The answers indicate that the transfusion 
of nine pints of blood will correct the deficit. 
This is a lot of blood. If the patient’s con- 
dition is not critical, it can be given over 
several days. When haste is essential, the 
addition of 4,500 cc to the blood volume 
may not be tolerated, in which case the use 
of erythrocyte transfusion is helpful. This is 
accomplished either by aspirating the red 
cells or the plasma to produce a suspension 
of erythrocytes in a greatly diminished vol- 
ume of plasma. This introduces the hazard 
of infection, as needles or pipettes must be 
inserted into the blood bottle. In some in- 
stitutions a special holder is employed which 
permits centrifuging the blood bottles so 
the erythrocytes are collected at the de- 
livery end against the rubber diaphragm. 
The bottle must be maintained in an in- 
verted position after removal from the cen- 
trifuge. The transfusion is halted when the 
red cells have been delivered to the patient. 
A simpler device is to keep some bottles 
hanging in the blood bank in an inverted 
position so that gravity collects the red 
cells at the delivery end. If care is taken to 
maintain the bottle in this position and not 
agitate it when it is taken to the bedside, 
a high concentration of erythrocytes with 
little plasma can be transfused. 
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When much blood must be given fast, 
there is a definite advantage in restricting 
the amount of plasma transfused, as the 
citrate solution is in the plasma and citric 
acid intoxication can occur. Any ‘impair- 
ment of liver function in the recipient, 
whether due to intrahepatic disease or me- 
chanical obstruction, impedes the metab- 
olism of citric acid. Using ACD solution as 
an anticoagulant, an adult with normal] liver 
function will tolerate a transfusion rate of 
500 cc in 30 minutes insofar as citric acid 
metabolism is concerned, but when this is 
accelerated to 500 cc in 15 minutes prac- 
tically all patients with impaired liver func- 
tion, and some with normal function, will 
have an elevation of the serum citrate to 
values above normal. Serum citrate binds 
the ionized calcium in the blood producing 
a fall in the level of ionized calcium which 
may result in clinical tetany and death. 
The hazard is greatest in extensive exchange 
transfusions or where large quantities of 
citrated blood are given rapidly. 


We can use the intravenous injection of 
salts such as calcium chloride or calcium 
gluconate to control the fall in ionized cal- 
cium, but it is very difficult to estimate the 
exact amount required and one is poised 
between inadequate treatment with recur- 
rent tetany and an overdose of calcium 
which is damaging to the myocardium. This 
threat may be avoided by the development 
of other chelating agents to prevent blood 
coagulation. A solution being tried which 
is nearly ideal, though it adds to the tech- 
nical problem, is decalcified blood. The 
blood is collected by passage across a cation 
exchange resin and during this passage the 
serum Ca, K, and Mg., are replaced by Na 
ions resulting in the suppression of blood 
clotting. When decalcified blood is trans- 
fused, the calcium must be replaced in an 
accurately calculated manner. 


Many observers have noted that blood 
clotting is impaired when multiple trans- 
fusions are given in a short period of time. 
This is not due to the anticoagulant effect 
of the ACD solution but is more directly 
connected with the absence of prothrombin 
accelerator and platelets in bank blood. 
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Multiple rapid transfusions may overload 
the circulation, causing elevated venous 
pressure and pulmonary edema which can 
be rapidly fatal. Tourniquets on the ex- 
tremities, which will obstruct venous re- 
turn, together with venesection, if neces- 
sary, are essential in treatment. 


When large quantities of blood are rapid- 
ly transfused, ventricular fibrillation may 
occur. The cause is not certain but it is con- 
tributed to by either the lowering of the 
serum level of ionized calcium, the excess 
potassium present in bank blood or the 
cooling of the myocardium. This latter fac- 
tor is worth consideration. Bank blood va- 
ries in temperature from 4° to 10° C and 
when large amounts are introduced into the 
circulation rapidly, it is conceivable that 
the temperature of the myocardium can be 
reduced to around 25° C, which is the crit- 
ical level for the appearance of arrythmias 
as a result of cooling alone. 


To prevent these complications requires 
the avoidance of situations requiring rapid 
large transfusions. During surgical proced- 
ures the blood loss should be closely fol- 
lowed by weighing sponges and contents of 
the suction bottle. Blood should be prompt- 
ly replaced without waiting for the appear- 
ance of shock and the necessity for rapid 
transfusions. The use of a plasma expander 
every third bottle or so will give the body 
a chance to catch up and avoid excessive 
electrolyte disturbance. 


When large quantities of bank blood are 
given in a short time, the excess potassium 
present in the bank blood plasma may pro- 
duce hyperkalemia. A continuously record- 
ing electrocardiograph makes it easier to 
detect excess potassium, tetany, or the on- 
set of fibrillation. When ventricular fibril- 
lation occurs, an acute emergency exists 
and defibrillation and cardiac massage must 
be promptly instituted. 


Blood can be damaged so that reactions 
occur. During storage or transportation it 
may be accidentally frozen or heated so 
that hemolysis occurs. During administra- 
tion, if it is mixed with dextrose or any 
hyper or hypotonic solution, hemolysis may 
result. Blurring or staining of the label may 
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result in the use of old blood with exces- 
sive nonviable cells or hemolysis present. 


The excretion of iron by the body is ex- 
tremely small and there is little or no pro- 
vision for excreting excesses. The absorp- 
tion of iron from the intestinal tract is a lo- 
cal phenomenon that continues even though 
excess iron is stored in the body. When 
transfusions are given to replace blood lost 
by hemorrhage, there is little disturbance 
in body iron; but when transfusions are 
given repeatedly over many years in chronic 
illnesses associated with blood destruction, 
excess iron will accumulate. This exogenous 
transfusional siderosis may produce large 
deposits of iron in the liver, adrenals, heart, 
and skin as well as other locations. 


When blood is transfused, pathological 
organisms in the donor blood may reach the 
recipient and produce disease. With careful 
selection this risk is reduced but never elim- 
inated. A constant hazard is the transmis- 
sion of homologous serum jaundice. There 
are two forms of this disease recognized 
clinically, both of which are capable of be- 
ing transmitted by transfusion. The first is 
infectious hepatitis, caused by virus A, 
which can be transmitted by the oral route 
from infected individuals as well as by in- 
jection with contaminated material as the 
virus is present in both the gastrointestinal 
tract and the blood stream. The second is 
serum hepatitis caused by virus B, which 
is present only in the blood stream of in- 
fected individuals and can be transmitted 
only by contaminated needles, blood, or 
similar incident. The two forms of hepatitis 
differ somewhat in their clinical course. In- 
fectious hepatitis, due to virus A, is quicker 
in onset, varying from two to six weeks, and 
patients are sicker than those developing 
serum hepatitis due to virus B, which ap- 
pears in from six weeks to six months and 
is likely to be insidious and milder in its 
course. Those patients who have infectious 
hepatitis due to virus A, even though caused 
by blood transfusions, will have virus in 
their gastrointestinal tract and the disease 
can be transmitted to contacts by the anal- 
oral route. 


The majority of patients with homologous 
serum jaundice run an uneventful course 
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and recover after several weeks; a few run 
a more protracted course but finally recov- 
er. It is not unusual to have a temporary 
relapse when these patients become more 
active near the end of their illness. 


A few cases, probably less than 5% de- 
velop chronic hepatitis or die of the disease. 
Liver biopsy is of great value in evaluating 
the severity of the liver damage in those 
patients who are making delayed recoveries. 
The fatal cases fall into three groups: 


1. Acute—Fulminating course with death 
within a few days of onset. They oc- 
casionally die before definite clinical 
jaundice has appeared. 


2. Subacute—These patients develop in- 
creasing liver insufficiency and die two 
or three weeks after the onset of the 
disease. 


3. Death due to cirrhosis, which occurs 
late in the disease. 


Efforts have been made to screen donors 
beyond routine questioning in an effort to 
reduce the incidence of hepatitis. The thy- 
mol turbidity test has been employed as a 
criteria with values of plus 8 Shank-Hoag- 
land units being employed as the upper 
limit for acceptable blood donors. From 5% 
to 15% of typical screened non-professional 
donors may be rejected because of having 
abnormally high thymol turbidity tests. 
When these donors are rejected it does not 
cause the disappearance of hepatitis but 
simply reduces its incidence. The rather 
high rejection rate for donors, the failure 
to eliminate the disease, and the cost of 
performing an additional test has prevented 
this procedure from finding wide accept- 
ance. However, where blood is to be given 
to an individual in whom, for clinical rea- 
sons, the occurrence of homologous serum 
jaundice is particularly to be feared, the 
use of this procedure would provide an add- 
ed factor of safety. 


There are no available tests to distinguish 
between Virus A and Virus B. Clinically, 
we know from epidemics resulting from oral 
ingestion of Virus A that a lasting immu- 
nity is conferred in infectious hepatitis. 
Where many cases of serum hepatitis due to 
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Virus B have followed use of contaminated 
injectibles, their subsequent history has 
shown that little or no immunity is con- 
ferred. In addition, there is no cross im- 
munity between these two infections. 


The storage of blood in refrigerated banks 
has no effect on the survival of the virus, 
in fact cases have resulted from the use of 
bone and other tissues stored and later 
used as grafts. 


Attempts to destroy the virus by ultra 
violet, high energy electrons, cobalt bomb 
radiations, and other means have so far 
failed to produce any procedure suitable for 
wide application. 


Malaria is a rare complication in our 
geographic area, although people move 
about so rapidly by air transportation and 
in association with military duty that an 
occasional infected donor may get by the 
screening procedures. Plasmodium vivax is 
overwhelmingly the most common parasite 
transmitted by transfusion with an incuba- 
tion period of 6 to 20 days. It may be mis- 
taken for hepatitis. The disease is usually 
milder and responds to antimalarial drugs 
better than when transmitted by mosquito 
bites. In blood banks operating in endemic 
areas, such as those of the Philippine Red 
Cross, routine blood smears are done for 
malarial parasites, but this fails to elimin- 
ate the disease. Donors with a history of 
malaria dating back 20 years or more may 
become infective intermittently. Storage of 
blood at bank temperature cannot be de- 
pended upon to kill the parasite. Donors 
should be rejected if they have lived in a 
malaria zone within three years without evi- 
dence or history of the disease. 


Syphilis is well controlled by the routine 
serology tests on donors and the fact the 
spirochete dies when stored three days at 
blood bank temperature. Hazard exists only 
when blood stored for less than this period 
is employed, in which case spirochetes can 
be transmitted from an infected donor who 
has not yet developed a positive serology. 
No primary lesion will appear; the second- 
ary lesions can well be missed or incorrectly 
diagnosed and the disease go untreated. A 
reasonable control is to do routine serology 


Marcu, 1958 


after the lapse of a few months on those 
recipients receiving such blood. 


Blood stored in banks possesses bacterial 
contamination in many instances. If these 
organisms die or fail to grow at bank tem- 
perature, no ill effect will result. However, 
the gram negative non-spore forming rods 
of the paracolon, coliform, and pseudomonas 
group are of low pathogenicity but may 
produce fatal reactions because they con- 
tinue to grow at blood bank temperature 
and release endotoxins into the stored 
blood. Fatal reactions usually occur with 
blood that has been banked at least two 
weeks. The reaction is due to these endo- 
toxins and neither antibiotics nor specific 
antibacterial sera affect it. If the reaction is 
not quickly fatal, there is the likelihood 
that living bacteria carried in the trans- 
fusion may grow to produce a fatal septi- 
cemia. Here specific antisera or antibodies 
may be helpful. Smear and culture must 
be done on both donor and recipient blood. 
The bacteria causing these reactions are 
frequently resistant to antibiotics that are 
safest to employ and, even though antibiot- 
ics and antisera are employed, the dose of 
endotoxin received may still prove fatal. 
These are serious reactions which fortunate- 
ly are rare. There are no drugs or sterilizing 
procedures available at present that will re- 
move this hazard without injury to the 
stored blood. 


The appearance of pyrogenic or allergic 
reaction to a transfusion is annoying be- 
cause they can occasionally be serious and, 
in addition, raise the question of a more 
serious hemolytic reaction which requires 
prompt appraisal. 


Pyrogenic reactions are supposedly caused 
by carbohydrate substances which result 
from the destruction of bacteria and per- 
haps blood cells and other protein products 
by heat. Such products are capable of caus- 
ing allergic reactions as well and sharp dis- 
tinction is not possible. They are not de- 
stroyed by sterilizing procedures. Where 
transfusion flasks and tubes are cleaned and 
sterilized for repeated use and fluids for in- 
travenous use are prepared locally, pyro- 
genic reactions are frequent. Disposable 
bottles and tubing have made such reactions 
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a rarity and one should be hesitant about 
making the diagnosis. It has been claimed 
that the administration of 10 grains of as- 
pirin prior to transfusion will abolish such 
reactions but this is difficult to verify. 


Allergic reactions, while usually mild, 
may be severe or fatal. They occur in the 
usual allergic situations where there is either 
passive transfer of sensitivity from an al- 
lergic donor to a normal recipient, the 
transfer from the donor of a specific aller- 
gen, which is commonly a food substance, 
to which the recipient is hypersensitive, or 
a patient may be sensitive to the blood of 
a particular donor. Recipients who have 
liberated histamine as the result of shock 
or who are subjected to rapid transfusion 
are more likely to show allergic reactions. 
These may vary from urticaria, which is 
mild and frequent, to fatal anaphylactic 
shock, which is rare. Severe respiratory dis- 
tress due to asthma or edema of the glottis 
or larynx may occur. Some type of allergic 
reaction appears in about 2% of recipients 
of transfusions. The refrigeration of blood 
in banks does not appear to affect the in- 
cidence of such reactions. The use of fasting 
blood donors and rejection of those with 
an allergic history helps. 


When blood must be given to a known 
highly allergic recipient, it is well worth 
while to skin test the recipient with donor 
plasma prior to the transfusion. The use 
of an antihistamine, such as Benadryl or 
Pyribenzamine, prior to transfusion is ef- 
fective, or an injectable antihistamine, such 
as Chlortrimeton Maleate added directly to 
the transfusions in doses of 20 mg. added 
to the first pint and to alternate pints there- 
after, may be employed. When no prophy- 
laxis has been given and an allergic reac- 
tion appears while blood is being trans- 
fused, the safest course is to discontinue 
the transfusion. However, the need for 
blood may be urgent, the blood type rare, 
and additional blood not immediately avail- 
able. The addition of an injectable anti- 
histamine to the transfusion will usually re- 
sult in the prompt subsidence of a mild 
urticarial reaction, but if the reaction is of 
a more severe type, the relative risk must 
be appraised. 
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An unusual situation exists where a pa- 
tient has been recently treated with corti- 
costeriods but treatment has been stopped 
prior to giving a blood transfusion. Any 
type of reaction is a definite stress to which 
they may be unable to respond. Such a pa- 
tient should be protected by steriods prior 
to transfusion. 


A large percentage of severe reactions 
have their onset soon after the blood is 
started. Where the situation permits, it is 
desirable for the first 50 ce of blood from 
each transfusion bottle to be run in slowly. 


The basic major crossmatching technic 
of donor cells in saline suspension against 
recipient serum aided by minor crossmatch 
of recipient cells in saline against the don- 
or’s serum was, and is, the major bulwark 
against incompatible transfusion, the in- 
compatibility being made apparent by red 
cell agglutination. 


With the discovery of the Rh factor and 
newer blood groups, identified as Kell, Kidd, 
Duffy, Cellano, and others, came the recog- 
nition of dangerous antigens which did not 
produce antibodies capable of causing ag- 
glutination of red cells in saline suspension. 
Because of their failure, even though pres- 
ent in high titer, to agglutinate sensitized 
red cells in saline suspension they are re- 
ferred to as incomplete antibodies and spe- 
cial tests are required to reveal their pres- 
ence. 


A satisfactory routine crossmatch shows 
only ABO compatibilty and serious or fatal 
reactions can occur due to these incomplete 
antibodies despite a _ perfect crossmatch 
prior to transfusion. 


The most desirable type of test for in- 
complete antibodies is one which will pro- 
duce agglutination when they are present, 
as such a test is clear cut and readily recog- 
nized. Diamond and Denton discovered 
that if Rh positive red cells were suspended 
in albumin instead of saline they would be 
agglutinated by serum containing incom- 
plete Rh antibodies. It was later found 
there were a variety of protein or colloid 
media that could be used. While sensitive 
for Rh incomplete antibodies, it may fail to 
detect other incomplete antibodies and 
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false reactions due to pseudo-agglutination 
are troublesome. 


Morton and Pickles showed that when 
Rh positive cells are treated with trypsin 
and suspended in saline they will then be 
agglutinated by anti Rh antibodies in blood 
serum and good clear-cut agglutination is 
produced for the Rh factor although it can 
miss other incomplete antibodies. 


At the present time the indirect Coombs 
test is outstanding and is sensitive and reli- 
able for all incomplete antibodies. This test 
depends upon the following principles. In- 
complete antibodies are globulins. Ifaserum 
containing such incomplete antibodies is 
mixed with red cells containing the corre- 
sponding antigen and incubated for a short 
time, the globulin will be absorbed onto the 
red cells. After washing a properly prepared 
anti-human globulin sera is added and agglu- 
tination will occur. When this test is used 
as a check on blood compatability, it only 
tells you that there are or are not antigens 
in the donor red cells that will be agglu- 
tinated by incomplete antibodies in the re- 
cipient’s serum. If no agglutination occurs, 
the blood is compatible insofar as incom- 
plete antibodies are concerned. If agglu- 
tination does occur, the blood is incom- 
patible. To determine the exact group of 
the incompatible antigen and incomplete 
antibody requires considerable work and the 
availability of a wide range of test cells and 
sera. From the larger hospitals and special 
laboratories where this is done, it has been 
found that about one patient in a hundred 
has incomplete antibodies in their blood 
serum of which about one-half are anti-Rh. 
The overwhelming majority, if not all, of 
the incomplete antibodies are acquired as 
the result of pregnancy or intravenous or 
intramusclar blood. With the increasing use 
of blood transfusions and repeated hospital- 
izations for chronic illness, it is obvious that 
while the chance of having a serious reaction 
due to incomplete antibodies might be sta- 
tistically insignificant when applied to the 
total population, it becomes much more 
likely when applied to a hospital population 
who possess such incomplete antibodies to 
a much greater degree. 
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It must be appreciated that the perform- 
ance of ABO and Rh typing, major and 
minor crossmatches, and Coombs test only 
assure us of a compatible blood for trans- 
fusion at this time. It does not tell us any- 
thing about other blood group antigens 
which may be present in the donor red cells 
for which no incomplete antibodies are 
present in the recipient’s blood serum. Fol- 
lowing the transfusions such an antigen, if 
present, will incite the formation of incom- 
plete antibodies and the same donor’s blood 
one year later may be capable of causing 
a fatal hemolytic transfusion reaction in the 
same recipient. Although rare, such possi- 
bilities emphasize that nothing can be taken 
for granted. 


The general population for example is 
about 10% Kell positive and the Kell anti- 
gen is a good stimulator of incomplete anti- 
bodies. Cases of fatal hemolytic transfusion 
reactions and erythroblastosis fetalis as a 
result of the Kell factor have been reported. 
We have taken adequate steps to prevent 
these conditions insofar as the Rh factor is 
concerned but with more and more trans- 
fusions being employed, the use of Kell fac- 
tor testing seems a rational next step. At 
least for all female children and preferably 
for all women who have not reached meno- 
pause, it would be good medical practice to 
do Kell typing and if they are Kell nega- 
tive, which 90% will be, make certain they 
do not get Kell positive blood. While fatal 
reactions and fatal cases of erythroblastosis 
fetalis have resulted from other incomplete 
antibodies except those due to Rh and Kell 
sensitization, they are less significant nu- 
merically. It is to be hoped that eventually 
all females who may become pregnant will 
be widely protected when transfusions are 
given, as it is only by this means that the 
incidence of erythroblastosis fetalis will be 
reduced to its biological minimum resulting 
from matings between individuals of incom- 
patible blood types. 


When a hemolytic transfusion reaction 
occurs, It means there is an increased rate 
of destruction of either the donor’s red cells 
or the recipient’s cells. Faced with such a 
reaction it is helpful to be able to evaluate 
rapidly its probable cause. From a chart 
showing the possibilities with each type, it 
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is apparent that some are more hazardous 
than others. 


Of course minor mismatches can be 
severe and even fatal, but the majority of 
fatal transfusion reactions are still due to 
major mismatches in the ABO system and 
are the result of clerical error, haste, or con- 
fusion which results in the wrong blood be- 
ing transfused rather than to defects or de- 
ficiencies in the typing and crossmatching 
procedure. 


Consider a recipient with no previous his- 
tory of pregnancy, blood transfusion or in- 
tramuscular injection of blood to sensitize 
them to those antigens which produce in- 
complete antibodies such as Rh, Kell, and 
so forth. If such a recipient is Type O and 
is receiving Type O blood when a severe 
hemolytic reaction occurs, it is most prob- 
able that the donor’s blood is not Type O 
because if the donor is truly Type O, the 
blood should go into anyone with only a 
minor mismatch; whereas if the recipient is 
truly Type O, any other type of donor blood 
produces an immediate major mismatch. If 
a similar recipient is Type AB and is re- 
ceiving Type AB blood when a serious 
hemolytic reaction occurs, it is most likely 
that the recipient is incorrectly typed; be- 
cause if he were Type AB, he should be 
able to receive blood from any ABO type; 
whereas if the recipient is not Type AB, 
there will be an immediate major mismatch 
against donor AB blood no matter what 
other type the recipient may be. 


When a recipient has been found to be 
incorrectly typed, the possibility exists that 
the blood was taken from the wrong patient 
or that tubes of blood from two patients 
have been interchanged. In the first case 
the error is limited to the reaction under 
consideration, but in the second case it 
must be appreciated that blood has been 
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incorrectly matched for two patients and 
an immediate search must be made for the 
second with the hope of identifying him be- 
fore the blood is given. When such an error 
occurs and one recipient has a reaction the 
other may not. As an example, consider 
two patients, one Type O and the other 
Type AB. If through error each receives 
blood meant for the other, Type O will have 
a major mismatch when he receives Type 
AB blood. The AB recipient will technically 
have a minor mismatch when he receives 
Type O blood but practically may experi- 
ence no ill effect. 


It is essential when treating a_ blood 
transfusion reaction to discontinue’ the 
blood that has produced the reaction and 
while checking on it, it is desirable to com- 
bat shock with transfusions of compatible 
blood. But this needs consideration. If a 
patient has been successfully transfused be- 
fore so there is reasonably certainty as to 
blood type, a sudden severe reaction can be 
assumed to be due to some factor intro- 
duced from the donor blood ranging from 
wrong bottle with major mismatch to reac- 
tion due to blood group outside the ABO- 
Rh system, or anaphylaxis. However, if the 
reaction occurs when an individual is receiv- 
ing his very first blood transfusion, consid- 
erable caution is necessary about starting 
any blood already available and _ cross- 
matched until the blood types have been 
rechecked and the cause of the reaction de- 
termined. The hazard would depend on the 
type of blood being given when the reaction 
occurred. If it was Type O, the chance that 
the reaction was due to special character- 
istics of that particular donor would be 
large and available blood already cross- 
matched and neutralized with specific anti 
A and anti B substances should be safe to 
use. 


Donor Serum Cell Mismatch If Given to 
Blood Type Antibodies Antigen Type O Type A Type B Type AB 
Type O Anti A None Compatible Minor Minor Minor 
Anti B Major & 
Type B Anti A B Major Minor Compatible Minor 
Type A Anti B A Major Compatible Major & Minor Minor 
Type AB None AB Major Major Major Compatible 
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If Type AB blood was being given, it 
would be only to a Type AB recipient and 
these were for a long time regarded as uni- 
versal recipients capable of taking blood 
from all ABO blood types. If a hemolytic 
reaction occurs, the possibility that it is due 
to a major mismatch is much, much greater, 
as it is most probable the recipient is incor- 
rectly typed and is not AB, and until the 
recipient can be retyped and, if necessary, 
additional tests done to determine the cause 
of the reaction, then plasma expanders as 
a temporary device followed by washed 
Type O Rh negative red cells would be 
preferable. Samples of the recipient’s blood 
should be taken before plasma expander is 
given, as the presence of this material in the 
blood may delay typing. If the need for red 
cells is urgent and only ordinary trans- 
fusion technics are available, Type O Rh 
negative neutralized blood, preferably of 
predetermined low titer, should be em- 
ployed to carry the patient along until com- 
patible blood is available. 


The nature of a reaction which has its 
onset during or after a blood transfusion 
and is characterized by some or all of the 
following signs and symptoms: chills, fever, 
shock, flushing of the face, chest pain, 
flank pain, abdominal cramps, headache, 
nausea and vomiting, cannot be accurately 
diagnosed by evaluation of the time of on- 
set, duration, severity, location of pain or 
any combination of these. The primary re- 
quirement is to exclude the possibility of a 
hemolytic reaction before a definite diag- 
nosis of a different type of reaction is made. 
This procedure does not preclude giving 
treatment for a possible pyrogenic or al- 
lergic reaction while the necessary investi- 
gation is being made because such treat- 
ment carries no hazard and there is no need 
to delay it. The reverse is not true and the 
attempt to make a definite diagnosis that 
a reaction is not hemolytic on the basis of 
clinical appearance alone may result in ir- 
reversible kidney damage if the diagnosis 
is wrong. 


To make a definite diagnosis of a hemo- 
lytic transfusion reaction two criteria must 
be fulfilled. First, evidence showing that in- 
creased blood destruction has taken place 
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in the recipient, and second, demonstration 
of the cause for the increased blood destruc- 
tion. The proof of increased blood destruc- 
tion is the demonstration of increased free 
hemoglobin in the blood plasma or urine. 
Blood must be carefully drawn and handled 
to prevent hemolysis in needle, syringe or 
tube from impairing the accuracy of the 
test. Normally the free hemoglobin is less 
than 5 mg. per 100 cc and the plasma is 
pale yellow. At 25 mg. per 100 cc the plasma 
becomes faintly pink or brown and at 100 
mg. per 100 cc the plasma is red. 


This free hemoglobin will be excreted by 
the kidneys and if the blood level is suf- 
ficiently high the urine will be colored. 
Oxyhemoglobin may be converted to met- 
hemoglobin giving a brown color rather 
than red and a spectroscopic examination 
may be necessary to show hemoglobin is 
present. Increased free hemoglobin in blood 
plasma and urine is adequate proof of in- 
creased blood destruction and affords some 
clue to the severity of the reaction. 


When signs of a hemolytic reaction ap- 
pear late, free hemoglobin may have dis- 
appeared from the plasma, which is usually 
the case in 12 hours, and it may be neces- 
sary to search for methemoglobin in the 
recipient’s blood either by spectroscopic or 
chemical means. 


Three to six hours after the release of 
free hemoglobin into the blood there will 
be a rise in the serum bilirubin. 


These tests will detect either early or late 
evidence of increased blood destruction. 
They are more satisfactory if a sample of 
donor blood and a pretransfusion sample 
of recipient blood is available, as this per- 
mits determination of the pretransfusion 
level of free hemoglobin and bilirubin in 
the recipient and allows examination of the 
donor blood to determine whether appre- 
ciable hemolysis was present due to age or 
accidental heating of the stored blood. 


In addition, if such blood samples are 
available, it greatly simplifies the determin- 
ation of the cause as the specimens can be 
retyped and retested for compatibility and 
proper identification verified. 
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Hemolytic transfusion reactions are ex- 
tremely variable and unpredictable; a severe 
initial reaction may be followed by com- 
plete recovery and a mild initial reaction 
may be followed by death. For this reason 
all patients who have received transfusions 
should be closely observed and their urine 
examined for hemoglobinuria. 


A severe hemolytic reaction produces 
shock with marked fall in blood pressure 
and vasoconstriction in the kidney. As a re- 
sult, there is a decrease in blood flow 
through the kidney and the duration of 
this diminished blood flow will depend on 
the severity of the reaction. The ischemia 
exerts its most marked effect on the tubules 
and the pathological condition is called 
lower nephron nephrosis. To what degree 
the severity of tubular damage is influenced 
by the presence of hemoglobin from blood 
destruction, or myoglobin from damaged 
muscle in crush injuries, is debatable. The 
damage to the kidneys may be so severe as 
to be irreversible and a uremic death will 
occur regardless of treatment. This is a 
small percentage of cases. Many would re- 
cover and for many more recovery depends 
upon the treatment given during the period 
of kidney recovery. Excessive fluids and 
electrolytes during the early period of oli- 
guria and anuria followed by inadequate 
fluids and electrolytes during the recovery 
period with its associated diuresis are the 
chief contributors with a failure to main- 
tain adequate circulating red cells playing 
an assisting role. 


During the period of anuria the loss of 
fluid and electrolytes and the excretion of 
nitrogenous end products is greatly re- 
duced. The blood urea nitrogen will rise. 
Protein metabolism must be kept at a mini- 
mum by reducing the protein intake and 
employing a high carbohydrate diet. In- 
fection increases the metabolism of body 
protein and should be controlled or pre- 
vented by antibiotics, bearing in mind that 
the elimination of such antibiotics may be 
seriously hindered by the damaged kidneys 
requiring consideration of the dosage of an- 
tibiotics employed. The serum potassium, 
chlorides, and sodium must be closely fol- 
lowed to avoid giving excessive amounts. 
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Bull advocated the use of the following 
preparation which is given through an in- 
dwelling polyetheylene gastric tube by 
steady drip throughout the 24-hour period. 


Dextrose 400 grams 

Peanut oil 100 grams 
Acacia qs to emulsify 
Add water to make 1000 cc 


This is practically protein and mineral free 
and is rather nauseating, which is the rea- 
son why tube feeding is essential. If the pa- 
tient has anuria and does not vomit, this 
1000 ce is his total daily input and just 
about equals the daily fluid loss by routes 
other than the kidney. If the patient vom- 
its, the vomitus can be strained through 
gauze and fed back through the feeding 
tube. If the vomitus is scattered, an effort 
to appraise the quantity must be made and 
corresponding amount of fluids and, if ne- 
cessary, electrolytes replaced. If marked 
fever with sweating is present, some addi- 
tional fluid must be provided but the quan- 
tity must be carefully watched as long as 
anuria persists. Patients rarely die if given 
less than 2000 cc per day and the majority 
die if given more than 3500 ce during this 
phase. If this regime is persisted in, the 
anuria will usually relent and oliguria fol- 
lows. In some cases the patient is oliguric 
but never anuric. In either event, if the pa- 
tient is voiding, the volume must be meas- 
ured and an equal volume of water added to 
the tube feeding, with electrolytes if indi- 
cated. When the anuria persists and uremia 
appears, additional steps are considered. De- 
capsulation of the kidney is no longer in 
favor but employment of the artificial kid- 
ney may be helpful. This is a debatable 
field. Patients are not comparable due to 
their varying underlying disease which ne- 
cessitated transfusion and the different 
treatment employed. For those who claim 
good results with the use of the artificial 
kidney, it can be argued that their cases 
would have recovered anyhow; and for those 
who report no benefit, it can be maintained 
that their patients had irreversible kidney 
lesions. Exact solution is impossible but it 
is rational to feel an occasional case can 
be carried over to recovery by this means 
and it should certainly be tried on those 
patients who fail to improve. 
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Those patients who cannot take tube 
feedings must be given 1000 cc 10% dex- 
trose in distilled water daily until tube 
feedings can be started. This can be in- 
creased by an amount equal to their daily 
urine output. This is not satisfactory but 
meets the most critical need for restricted 
fluid intake. 


When the urine output exceeds 1000 cc 
per day, diuresis with excretion of large 
volumes of urine usually follows. This is a 
critical point in treatment because it may 
be felt that the battle is won, vigilance is 
relaxed, and death frequently occurs due to 
the rapid loss of fluid and electrolytes. If 
the patient can take oral feedings, a low 
protein diet can be started, but electrolyte 
loss may far exceed the content of the diet 
and parenteral or oral additions are essen- 
tial. Only when the polyuria has disap- 
peared, the blood urea nitrogen is normal, 
and blood electrolytes are maintained by 
normal diet without addition can the trans- 
fusion reaction be regarded as over. 


The diagnosis of a transfusion reaction is 
not always simple. Major mismatches in the 
ABO system are most likely to produce the 
classical immediate reaction. When the re- 
action is the result of acquired incomplete 
antibodies or a very low titer of natural 
antibodies in the recipient’s serum, it may 
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be delayed until more antibodies are pro- 
duced. Hemoglobinemia or hemoglobinuria 
may not be detected either because they 
are not looked for at the right time or did 
not occur, in which case the clue to blood 
destruction will be the loss of the trans- 
fused red cells from the recipient’s blood 
stream or in occasional cases the destruc- 
tion of the recipient’s red cells when the 
incompatible antibody is in the donor’s 
plasma. The body can destroy red cells ex- 
travascularly as well as intravascularly and 
large numbers may be removed without the 
appearance of hemoglobinemia or hemoglo- 
binuria. 


A wide variety of unusual reactions have 
been reported which cannot be discussed in 
detail but they serve to make one point 
clear. The number of pints of blood trans- 
fused in a year in this country approaches 
the 5,000,000 mark if it has not already 
passed that figure. A rare reaction which 
was a scientific curiosity years ago is now 
a predictable fact. Whether or not it will 
happen depends on meticulous clerical and 
technical care in all matters pertaining to 
transfusions and to a small degree on luck. 
If it does happen, the outcome will depend 
on severity, quick recognition, skilled as- 
sistance in determining the nature of the 
incompatibility, and proper treatment. 
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t Editorial * 


THE FORAND BILL 


In the waning days of the last congres- 
sional session, Representative Aime Forand 
(D-R.I.) introduced H.R. 9467, which has 
since become widely known as the Forand 
Bill. Mr. Forand’s bill is another frank at- 
tempt to make government largesse of hos- 
pital and surgical service. As are most such 
bills, it was neatly timed to be heard dur- 
ing an election year. 


Such bills, major or minor, have become 
far from infrequent. Arbitrarily, we can 
designate as major bills those which bear 
the official stamp of approval of the polit- 
ically powerful labor organizations. H.R. 
9467 is one of these. Mr. Forand frankly 
acknowledges the help of the AFL-CIO in 
writing the bill. 


The provisions of the Forand bill are 
simple and to the point. They propose fur- 
ther liberalization of the Social Security 
system, and the additional taxes necessary 
to finance the extension of this government- 
al benificence. Self-employment taxes for 
Social Security would increase to $247.50 
on January 1, 1959, and would rise progres- 
sively to $427.50 by 1975. These figures, of 
course make the highly unlikely assumption 
that neither the tax base nor the percent- 
age would be increased in the meantime. 


In return for increased taxes Social Se- 
curity old age and survivor beneficiaries 
would receive, in addition to increased pen- 
sions, free hospital care from any licensed 
hospital in the United States for sixty days 
of any year. In addition, care would be pro- 
vided in a nursing home, for a maximum of 
120 days of combined hospitalization and 
nursing home care in any year. Surgical 
service would be paid for by the govern- 
ment, provided that it is certified medically 
necessary, and that it is provided by a sur- 
geon who is either a Fellow of the American 
College of Surgeons or certified by the Am- 
erican Board of Surgery. No physician not 


recognized by one of these highly-respected 
organizations would be eligible to partici- 
pate in the program, except under emerg- 
ency conditions. Medical care by physi- 
cians is excluded from the proposal. Care 
would be arranged under contracts to be en- 
tered into between physicians and the Sec- 
retary of the Federal Old-Age, Survivors, 
and Disability Insurance Trust Fund. Pre- 
sumably these contracts would be much 
like the present Medicare contract, except 
that individuals as well as organizations 
may be eligible to enter into them. 


The value of Medicare and the threat 
that it poses to American medicine has been 
much debated. It does, however, differ from 
the proposed Forand Bill in that a Service 
person presumably sacrifices much in the 
interest of his country, and may justifiably 
be said to deserve special consideration. The 
Forand Bill does not make such distinc- 
tions. To be eligible for nationalized surg- 
ical and hospital care, an individual need 
only have reached the age of 62 or 65, un- 
der different conditions, and have paid min- 
imal Social Security taxes. Thus, govern- 
mental paternalism is extended without re- 
gard to need or to society’s debt to the re- 
cipient. 


Historically, the Forand Bill takes its 
place as the latest of a long series designed 
to introduce nationalized medicine in Am- 
erica through the medium of OASDI — 
The Old-Age, Survivors, and Disability In- 
surance Fund. For the inclusion of “Dis- 
ability” we are indebted to H.R. 7225, the 
Social Security Amendments of 1956 — the 
last election year. 


‘ 


The use of the Social Security Amend- 
ments for this purpose began after the de- 
feat of the last of the Wagner-Murray- 
Dingell Bills. The American Medical As- 
sociation’s campaign against these bills 
made the words “socialized medicine” po- 
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litical anathema. It has become more pop- 
ular to distort the Social Security Act, or- 
iginally intended to provide minimal se- 
curity for those persons unable to provide 
it for themselves, than to introduce new 
legislation which may be attacked on its 
own merits, with less chance of being ac- 
cused of attacking Santa Claus. 


As the final Wagner-Murray-Dingell Bill 
went down to defeat, its supporters frankly 
prophesied that, even though their attempt 
to force the entire package down the throats 
of the medical profession had been defeated, 
they would, in comparatively short time, 
secure each of the provisions under separate 
legislation. Certainly Mr. Forand’s bill is 
an attempt to further this already highly 
successful movement. 


Organized medicine, with the exception 
of the allegedly Communist-front Physi- 
cians’ Forum, has been unanimous in recog- 
nizing the Forand Bill as bad legislation. 
Dr. George Fister of Utah, Chairman of the 
AMA’s Special Task Force on the bill, says 
that it is “nothing more than the old na- 
tional compulsory health insurance game 
in new dress, and the AMA has always been 
opposed to compulsory health insurance’. 


The American Hospital Association, de- 
spite its urgent search for solutions to the 
problems of hospital finance, has announced 
that “it believes that the Forand Bill is not 
a suitable solution to the problem of financ- 
ing the hospital needs of the aged’. The 
Association explained its stand, in part, by 
maintaining: “Eligibility of aged benefici- 
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aries is based on attainment of prescribed 
ages without regard to their employment 
status and thus invites a progressive reduc- 
tion of these age levels with the ultimate 
possibility of a total program of govern- 
ment-financed medical care’. This stand on 
the part of the American Hospital Associa- 
tion is commendable, and its importance in 
the over-all position of the Forand Bill can- 
not be overestimated. Nevertheless, it can- 
not be expected to stand alone against the 
approval (and assistance in drafting) of or- 
ganized labor. 


Mr. Ejisenhower’s January message to 
the Congress was significant in that for the 
first time in many years the President did 
not urge further increases in existing wel- 
fare programs. The present pre-occupation 
in Washington with science and defense 
makes it possible that political pressure for 
the passage of the Forand Bill may not de- 
velop to a point comparable with that de- 
veloped for H.R. 7225 in 1956. It is pos- 
sible, therefore, that H.R. 9467 can be kept 
in the House of Representatives. The bat- 
tle is, of course, half lost if the House should 
pass the Bill. 


Copies of the Forand Bill may be had 
from the office of the Medical Society of 
Delaware. You are urged to familiarize 
yourselves with the provisions of this bill, 
and to let our Representative in Congress, 
Mr. Harry G. Haskell, Jr., know of your 
feelings. Mr. Haskell’s address is: 
Representative Harry G. Haskell, Jr. 
House of Representatives Office Bldg. 
Washington 25, D. C. 
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EFFECTIVE, DEPENDABLE THERAPY FOR VAGINITIS 


results for 
trichomoniasis 
have been best 
and more 
consistent’ 
using 
Floraquin...” 


Floraquin eliminates 
trichomonal and mycotic infection; 
restores normal vaginal acidity 


Leukorrhea is by far the most frequent symp- 
tom of vaginitis; trichomonads and monilia are 
the most common causes. Many authors have 
reported’ trichomonal protozoa in the vagina 
of 25 per cent of obstetric and gynecologic 
patients. Increased use of broad spectrum 
antibiotics has resulted in a sharp rise in the 
incidence of monilial infections. 

Floraquin effectively eradicates both tricho- 
monal and monilial vaginal infections through 
the action of its Diodoquin® content. Floraquin 
also furnishes boric acid and sugar to restore 
the normal vaginal acidity which inhibits patho- 


gens and favors the growth of protective Doder- 
lein bacilli. 

Pitt! recommends vaginal insufflation of 
Floraquin powder daily for three to five days, 
followed by acid douches and the daily inser- 
tion of Floraquin vaginal tablets throughout one 
or two menstrual cycles. G. D. Searle & Co., 
Chicago 80, Illinois. Research in the Service of 
Medicine. 


1. Pitt, M. B.: Leukorrhea. Causes and Management, J. M. 
A. Alabama 25:182 (Feb.) 1956. 

2. Parker, R. T.: Jones, C. P., and Thomas, W. L.: Pruritus 
Vulvae, North Carolina M. J. 16:570 (Dec.) 1955. 
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when you encounter 


e respiratory infections 

e gastrointestinal 
infections 

e genitourinary 
infections 


e miscellaneous 
infections 


forall 

tetracycline-amenable 
infections, 

prescribe superior 


CIN 


Squibb Tetracycline Phosphate Complex 


In your patients, SUMVCIN produces: 


1. Superior initial tetracycline blood levels—faster and higher 
than ever before—assuring fast transport of adequate tetra- 
cycline to the site of the infection. 


2. High degree of freedom from annoying or therapy-inter- 


*SUMYCIN’ & SQUIBB TRADEMARK 


SQUIBB rupting side effects. 
Tetracycline phosphate 
complex equiv. to 

Supply: tetracycline HCI (mg.) Packaging: 
: Sumycin Capsules (per Capsule) 250 Bottles of 16 and 100 
Sumycin Suspension (per 5 cc.) 125 2 oz. bottles 
Squibb Quality— 4 
Sumycin Pediatric Drops 100 10 cc. dropper bottles 
: the Priceless Ingredient (per cc.—20 drops) 
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“This Wormvy World” 
IRIS ormy 


Pleasant tasting 


TABLETS WAFERS 


3 


SYRUP 


‘Eliminate PINWORMS IN ONE WEEK 


‘ANTEPAR? TABLETS - Piperazine Citrate, 250 or 500 m 
‘ANTEPAR’ WAFERS - 


| 
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“Premarin” with Meprobamate new potency 


Each tablet contains 0.4 mg. “’Premarin,’” 200 mg. meprobamate 


For undue emotional stress 
in the menopause 


WRITE SIMPLY... = 


Supply: 
No. 880, PMB-200 
bottles of 60 and 500. 
No. 881, PMB-400 
bottles of 60 and 500. 


Also available as 
PMB-400 (0.4 mg. “Premarin,”’ 400 mg. meprobamate 
in each tablet). 


AYERST LABORATORIES New York 16, New York Montreal, Canada 


‘“Premarin®”’ conjugated estrogens (equine) Meprobamote licensed under U.S. Pat. No. 2,724,720 


‘“‘flavor-timed’’ dual-action 
CORONARY VASODILATOR 


‘SUBLINGUAL-ORAL 0 ANGINA PECTORIS 


NITROGLYCERIN — 


0.4 mg. (1/150 grain)—acts quickly the entire Dilcoron tablet. 


Average prophylactic dose: 
1 tablet four times daily. 


Therapeutic dose: 


CITRUS “FLAVOR-TIMER” — 


flavor disappears, then swallowed. 


15 mg. (1/4 grain)—prolongs action (i ‘atl 
vp LABORATORIES NEW YORK 


For continuing prophylaxis patient swallows 


signals patient when to swallow 1 tablet held under the tongue until citrus 


PENTAERYTHRITOL TETRANITRATE — Bottles of 100. 
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In the common cold, nasal allergies, sinus- 
itis, and postnasal drip, one timed-release 
Triaminic tablet brings welcome relief of 
symptoms in minutes. Running noses stop, 
clogged noses open—and stay open for 6 to 
8 hours. The patient can breathe again. 


With topical decongestants, ‘‘unfortu- 
nately, the period of decongestion is often 
followed by a phase of secondary reaction 
during which the congestion may be equal 
to, if not greater than, the original condi- 
tion. ...’’* The patient then must reapply 
the medication and the vicious cycle is 
repeated, resulting in local overtreatment, 
pathological changes in nasal mucosa, and 
frequently “nose drop addiction.” 

Triaminic does not cause secondary con- 
gestion, eliminates local overtreatment and 
consequent nasal pathology. 

*Morrison, L. F.: Arch. Otolaryng. 59:48-53 (Jan.) 1954. 


Each double-dose “timed-release’’ TRIAMINIC 
Tablet contains: 
Phenylpropanolamine hydrochloride 50mg. 


Pyrilamine maleate ... . . . 25mg. 
Pheniraminemaleate. . . . . . 25mg. 


Dosage: 1 tablet in the morning, afternoon, and 
in the evening if needed. 


= & 


Each double-dose “timed-release”’ 
tablet keeps nasal passages 

clear for 6 to 8 hours — 

provides “around-the-clock” 
freedom from congestion on 

just three tablets a day 


outer layer dissolves 
within minutes to produce 
3 to 4 hours of relief 


inner core 
disintegrates to give 3 to 4 
more hours of relief 


Also available: Triaminic Syrup, for children and 
those adults who prefer a liquid medication. 


“timed-release” 
tablets 


XX XIX 


Diy running noses... he, and open stuffed noses 


SMITH-DORSEY - a division of The Wander Company - Lincoln, Nebraska - Peterborough, Canada 
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Highest, fastest tetracycline blood 
levels, with glucosamine enhancement. A screen- 
ing program involving 84 possible adjuvants, 
multiple four-way crossover tests, 30,000 blood 
level determinations and more than 100,000 
assays proved glucosamine to be the enhancing 
agent of choice. 


Greatest consistency of higher 
tetracycline blood levels Not only 
does glucosamine considerably increase 
antibiotic blood levels faster, but it produces 
these higher blood levels more consistently 
as shown by extensive crossover tests. 


Achieved with the physiologic 
advantages of glucosamine, a 
normal human metabolite. Glucosamine, 
found widely in the body, is nontoxic and 
does not irritate the gastrointestinal tract; 
there is evidence that glucosamine may 
favorably influence the bacterial flora of the 
intestine. Further, it is sodium free and re- 
leases only four calories of energy per gram. 


The most widely prescribed 

broad-spectrum antibiotic now 
of 


Capsules, 250 mg., 125 1 mg. 
Half strength (125 mg. capsules) for long-term indications or pediatric use. 


GLUCOSAMINE-POTENTIATED ‘TETRACYCLINE 


Pfizer Laboratories, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N.Y. 
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To cut daytime lethargy 
(and keep rauwolfia potency) 


in treatment of hypertension: 


Mounting clinical evidence 
confirms the view that 
HARMONYL produces much less 
lethargy while reducing blood 
pressure effectively. In the most 
recent study', HARMONYL was 
evaluated in comparison with 
reserpine and other rauwolfia 
alkaloids. HARMONYL was the 
only alkaloid which produced a 
hypotensive response closely 
matching that of reserpine, 
coupled with a greatly reduced 
rate of lethargy. Only one 
HARMONYL patient in 20 
showed lethargy, while an 
average of 11 out of 20 showed 
lethargy with reserpine, and 10 


out of 20 with the 


alseroxylon fraction. 
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in anxiety and hypertension 
NEW fast-acting 


Harmonyl-N 


Harmonyi* and Nembutal * 


Calmer days, more restful nights starting first day 
of treatment, through synergistic action of 
HARMONYL (Deserpidine, Abbott) and NEMBUTAL 
(Pentobarbital, Abbott). Lower therapeutic 

doses, lower incidence of side effects. Each 
HARMONYL-N Filmtab contains 30 mg. NEMBUTAL 
Calcium and 0.25 mg. HARMONYL. Each 
HARMONYL-N Half-Strength Filmtab combines 

15 mg. NEMBUTAL Calcium and 


0.1 mg. Harmony. Gott 


© Filmtab—Film-sealed tablets, Abbott. pat. applied for 


801060 *Trademark 


PROTECTION AGAINST LOSS OF IN. 
COME FROM ACCIDENT & SICKNESS 
AS WELL AS HOSPITAL EXPENSE 
BENEFITS FOR YOU AND ALL YOUR 
ELIGIBLE DEPENDENTS. 


ALL PHYSICIANS 
SURGEONS 


COME FROM 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 


Since 1902 


Physicians’ and Surgeons’ 


PROFESSIONAL 
Liability Insurance 


Provides Complete Malpractice Protection, 
Avoids Unpleasant Situations By Immediate 
Thorough Investigation And Saves You The 


High Costs Of Litigation. 
The Only Plan Which Is Officially Sponsored 


By Your Local Medical Society 


The New Castle County Medical Society 
The Kent County Medical Society 
The Sussex County Medical Society 


WRITE OR PHONE 
J. A. Montgomery, Inc. 
DuPont Bldg. 10th & Orange Sts. 


87 Years of Dependable Service 
Phone Wilmington OL 8-647] 


If it’s insurable we can insure it 
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Relieve moderate or severe pain 
duce fever : 
Alleviate the general malaise of | 


upper respiratory infections 


‘TABLOID’ 


*Subject to Federal Narcotic Regulations 3 | 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Cedeine Phosphate ...... 
Acetophenetidin ........ 
Aspirin ( Acetylsalicylic Acid) 


Codeine Phosphate ....... 
Acetophenetidin ......... 


Aspirin ( Acetylsalicylic Acid) . 


..from pain of muscle and joint origin, simple headache, neuralgia, 


and the symptoms of the common cold. 


‘TABLOID’ 


COMPOUND 


Acetophenetidin gr.2% 
Aspirin (Acetylsalicylic Acid) ....... gr. 3% 


...from mild pain complicated by tension and restlessness. 


® 
Acetophenetidin ............... 97.2% 
Aspirin (Acetylsalicylic Acid) ....... gr.3% 


*Subject to Federal Narcotic Regulations 


Bra BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


...from to severe pain complicatea tension, anxiety and restlessness. 
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There is no antihistamine better than DIMETANE for allergic protection. DIMETANE 
gives you good reasons to re-examine the antihistamine you are now using: unex- 
celled potency, unsurpassed therapeutic index and relative safety...minimum 
drowsiness or other side effects. Has been eflective where other antihistamines have 
ailed. DIMETANE Extentabs* (12 mg.) protect for 10-12 hours on one tablet. Also 
available: Tablets (4 mg.), Elixir (2 mg. per5cc.). 


A. H. ROBINS CO., INC., Richmond 20, Virginia 
A ‘thical Pharmaceuticals of Merit Since 1878 ? : 
*Typical Allergens: Animal Hair and Dander - Pollen Molds Bactena YP 

and Viruses Feathers Insect Scales Vegetable Fibers and Seeds 

Plont Juices House Dust Drugs and Chemicals Minerals and Metals. / 
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PERFORMANCE WITH : 
GREATER PERMANENCE 4 
IN THE MANAGEMENT | 


OF DERMATOSES . 
(Regardless of 


x 


a 


et 


Ads 


TARCORTIN.. | 


Hydrocortisone 0.5% and Special Cual. Tar 
(TARBONIS®) in a greaseless, stainiess 


rocortisone 0.5%, Neomycin O. 35% (as Sulfate) and Special 
Coal S% (TARBONIS) in an 


.A.M.A, 166:158,1958; Welsh,A.L. and Ede,M. 
*k of t hases.”’ .Clyman, S. G.: Postgrad. Med. 21:309, 1957. 
prompt . Bleiberg, J.: J. M. Soc. New Jersey 53:37, 
TARCORTIN 3. Abrams, B. P, and Shaw, C.: Clin. Med. 3:839, 1956. 
— a : Welsh. A. L., and Ede, M.: Ohio State M. J. 50 :837, 1954. 
FRG REED & CARNRICK / sersey City 6, New Jersey . Bleiberg, J.: Am. Practitioner 8:1404, 1957. 


HIBAMATE 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 meg.) the most widely prescribed tranquilizer . . . helps control 
the “emotional of fear of barbiturate loginess, hangover or 
habituation...“ ATHILON (25 ' the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 

Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


* Trademark ® Registered Trademark for Tridihexethy! lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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BRAND OF HYDROXYZINE) 
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indicated IN peptic ulcer... 


*Tests in a series of 25 patients show that 
there is “‘a definite and distinct lowering 
[of both volume of secretions and of free 
hydrochloric acid] in the majority of 
patients. ... No patients had shown any 
increase in gastric secretions following ad- 
ministration of the drug.””* 

Now you have 4 advantages when 
you calm ulcer patients with ATARAX: 


. ATARAX suppresses gastric secretions; 
others commonly increase acidity. 
ATARAX is “the safest of the mild tran- 
quilizers.”"* (No parkinsonian effect 
or blood dyscrasias ever reporte d.) 

It is effective in 9 of every 10 tense 
and anxious patients. 

Five dosage forms give you maximum 
flexibility. 


no 


supplied: 10, 25 and 100 mg. tablets, bottles of 
100, Syrup, pint bottles. Parenteral Solution, 
10 ce. multiple-dose vials. 

references: 1. Strub, I. H.: Personal commu- 
nication. 2. Ayd, F. J., Jr.: presented at Ohio 


Assembly of General Practice, 7th Annual 


Scientific Assembly, Columbus, September 18- 
19, 1957, 


New York 17, New York 


Division, Chas. Pfizer & Co., Inc. 
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Monilial overgrowth 
factor 


it 


Combines ACHROMYCIN V with NYSTATIN 


i CAPSULES contain 250 mg. tetracycline HCI ACHROSTATIN V combines ACHROMYCINt V 


equivalent (phosphate-buffered) and 250,000 ...the new rapid-acting oral form of ACHROMYCINT 


ORAL, BUSPENSION (cherry- Tetracycline ...noted for its outstanding 
mint flavored) Each 5 cc. teaspoonful contains 


(ghee effectiveness against more than 50 different infections 
phate-buffered) and 125,000 units Nystatin. ...and NystTaTINn ...the antifungal specific. 

ACHROSTATIN V provides particularly effective 
therapy for those patients prone 


per day) im the average adult is 4 capsules or to monilial overgrowth during a protracted course 


8 tsp. of AcHRrosTaTIN V per day, equivalent of antibiotic treatment. 
to 1 Gm. of AcHrRomyYcIN V. 


as LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N. Y. 
Trademark tReg.U. S. Pat. Off. 
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"It happened 
at work 
while he 

was putting 
oil in 
something” 


"He told 
Mom his 
shoulder 
felt like 
it was on 
fire" 


"He couldn't 
Swing a bat 
without 

hurting” 


"But Doctor 
gave him 
some nice 
pills --and 
the pain 
went away 
fast” 


"Dad said 
we'd play 
ball again 
tomorrow 
when he 
comes home" 


AND THE PAIN 
WENT AWAY FAST 


(Salts of Dihydrohydrox 
and Homatropine, plus 


MORE THOROUGH RELIEF... 
permits uninterrupted sleep through the nig 


New ‘ ‘demi” strength permits dosage flexibility to meet 
patient's specific needs. PERCODAN-DEMI provides 
_ the PERCODAN formula with one-half the amount of salts 


AVERAGE 


ADULT DOSE: 1 tablet every 6 hours. I 


ge Available through all 


d 


® ENDO LABORATORIE 
Richmond Hill 18, 
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Hospital practice 


Standard formulas for PREMATURES 


Breast milk is satisfactory for the feeding of 
prematures in spite of the low protein and 
mineral and high fat content. But eventual 
formula feeding should provide a high protein 
and carbohydrate to satisfy the rapid-growing 
needs of the premature and low fat content 
because of limited digestive capacity. 


Feedings of small prematures are most effec- 
tively administered by the indwelling poly- 
thene nasal catheter and of large prematures, 
by bottle with small nipples. 


The first six feedings should be a sterile 5% 
solution of Karo Syrup at 2 to 3 hour intervals; 
for subsequent feedings, breast milk or for- 
mula should be added in gradually increasing 
amounts according to tolerance and require- 
ments, as indicated in the table below. 


Initial feeding schedules 
for premature infants 
(Feedings Started After 36 Hours and Continued 
at 2 to 3 Hour Intervals) 


FEEDINGS COMPOSITION QUANTITY 
First Six 5% Karo 2-5 mi. 


7th and 8th 2 parts 5% Karo 6-10 mi. 
1 part breast milk 
or formula 


9th and 10th 1 part 5% Karo 8-15 mil. 
1 part breast milk 
or formula 


11th and 12th 1 part 5% Karo 
2 parts breast milk 
or formula 


Subsequently Breast or formula feeding 12-20 ml. 


ADVANTAGES OF KARO" IN INFANT FEEDING 


Composition: Karo is a su- 
perior maltose-dextrin mixture 
because the dextrins are non-fer- 
mentable and the maltose is 
rapidly transformed into dextrose 
which requires no further digestion. 


Concentration: Volume for 
volume Karo furnishes twice as 
many calories as similar milk 
modifiers in powdered form. 

Pur ily? Karo is processed at 
sterilizing temperatures, sealed 
for complete hygienic protection 


and devoid of pathogenic or- 
ganisms. 


Low Cost: Karo costs 1/5th as 
much as expensive milk modifiers 
and is available at all food stores. 


Medical Division 
3 s CORN PRODUCTS REFINING COMPANY 
Battery Place, New York 4, N.Y. 
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ACHROCIDIN 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEDERLE 


A versatile, well-balanced formula offering in one tablet the 
drugs often prescribed separately for treating upper respira- 


TABLETS (Sugar-coated) 
Each tablet contains: 


, ACHROMYCIN” Tetracycline ........... 125 mg. 
tory infections. ON er 120 mg. 
Traditional and nonspecific nasopharyngeal symptoms 30 mg. 
of malaise and chilly sensations are rapidly relieved, and Sabicybamide oi eeseecseeeseesseeene 150 mg. 
a an pharyngeal and nasal dIS- Bottles of 24 and 100 
Cuarges are ucee Oe iminated. SYRUP (Lemon-lime flavored) 
Early effective therapy is provided against such bacterial Each teaspoonful (5 cc.) contains: 
complications as sinusitis, otitis, bronchitis and pneumonitis ACHROMYCIN® Tetracycline 
to which the patient may be highly vulnerable at this time. equivalent to tetracycline HCI . _ 125 mg. 
Adult dosage for A Tablets and ffei some 
u osage for CHROCIDIN aDiets and new, ca eine- Salicylamide ...............................0. 150 mg. 
free ACHROCIDIN Syrup is two tablets or teaspoonfuls of Ascorbic Acid (C) .............cscesess-s. 25 mg. 
syrup three or four times daily. Dosage for children reduced Fe — socteeenseraenaeneses , mg. 
according to weight and age. 1 mg. 


Available on prescription only, 


Bottle of 4 oz. 


checks 


symptoms 


prevents 
sequelae 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 


*Trademark 
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NEOHYDRIN he can walk 


Since we've had him on 
without dyspnea. I wouldn’ 


“ 


t have believed it possible 


TABLET 


oral 


a month ago.” 


NEOHYDRIN 


diuretic 


organomercurial 


BRAND OF CHLORMERODRIN 


24858 


LAKESIDE 
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in common 
mixed 
infections 
... tetracycline 
phosphate 
alone 


in potentially 
serious 
infections 

... tetracycline 
phosphate 

plus 

novobiocin 


for the 


7 monilia- 


susceptible 
types 

... tetracycline 
phosphate 
plus 

nystatin 


TRADEMARK 


PANALBA 


for children: 


PANALBA 
Granules 


john 


et The Upjohn Company, Kalamazoo, Michigan 


BROAD-SPECTRUM 
TETRACYCLINE 
IN ITS MOST ey | 
EFFICIENT FORM | 
Produces more tetracycline. = 
in the blood with no more in 4 
the dose. No calcium to 
depress blood ievels.! Basic 
broad-spectrum therapy in 
bronchitis, pharyngitis, : 
otitis media, tonsillitis, and ee 
other common respiratory 
infections. 
1. Welch, H.; Wright, W. W.; and z 
Staffa, A. W.: Antibiotic Med. x 
& Clin. Therapy 4:620, 1957. a 
THE BREADTH OF | i 
PANMYCIN PHOSPHATE PLUS 
THE ANTIMICROCOCCAL 
DEPTH OF ALBAMYCIN' 
Offers maximum antimicrobial 
action at the earliest 
possible moment. The 
antibiotic preparation of first 
resort in pneumonia of 
unknown etiology, carbuncles, 
multiple furunculosis, 
cellulitis, and infections 
resistant to previous therapy. 
TIRADEMARK, REG. U. S. PAT. OFF. — THE UPJOHN BRAND OF CRYSTALLINE NOVOBIOCIN 
PANMYCIN PHOSPHATE | 
PLUS THE ANTIMONILIAL eg 
PROTECTION OF NYSTATIN ee 


The logical choice for 
patients requiring high doses 
of antibiotics or prolonged 
antibiotic therapy; for 
patients with previous ; 
monilial complications; for 
diabetics; patients on 


corticoids; the pregnant, : 1 
debilitated, or elderly; and 
for infants, especially the 
premature. 
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THE CHOICE OF A 
SYSTEMIC ANTIBIOTIC 

IS A MATTER OF 
CLINICAL JUDGMENT 


PANMYCIN PHOSPHATE IN 
COMMON MIXED INFECTIONS 


USUAL DOSAGE: ADULTS: 250 mg. every 6 hours or 500 mg. every 12 hours. CHILDREN: 
Approximately 8 mg. per pound of body weight daily, in four equally divided doses every 
6 hours, or two equally divided doses every 12 hours. 


SUPPLIED: CAPSULES: 250 mg. in bottles of 16 and 100; 125 mg. in bottles of 25 and 100. 


PANMYCIN KM SYRUP: Each teaspoonful (5 cc.) contains tetracycline equivalent to 125 
mg. tetracycline hydrochloride, and potassium metaphosphate, 100 mg., mint 
flavor, in 2 fluidounce and pint bottles. 


. IN POTENTIALLY 
SERIOUS INFECTIONS 


USUAL DOSAGE: ADULTS: 1 or 2 capsules three or four times a day, depending on the type 
and severity of the infection. CHILDREN: Proportionately less. 


SUPPLIED: Each powder-blue-and-brown capsule contains Panmycin (tetracycline) 
Phosphate complex equivalent to 250 mg. tetracycline hydrochloride, and Albamycin 
(as novobiocin sodium) 125 mg.; in bottles of 16 and 100. 


Also available: PANALBA KM GRANULES (Pediatric). When reconstituted, each 5 cc. 
teaspoonful contains Panmycin equivalent to tetracycline hydrochloride, 125 mg. and 
% Albamycin (as novobiocin calcium) 62.5 mg., and potassium metaphosphate 100 mg.; in 


“a _ O U e pleasantly flavored vehicle. Dosage is based upon amount of tetracycline—6 to 8 mg. per 
es wt pound of body weight per day in 2 to 4 equally divided doses. 

vite 3. COMYCIN FOR THE 7 MONILIA- 
SUSCEPTIBLE TYPES 


USUAL DOSAGE: ADULTS: 1 or 2 capsules every 6 hours. CHILDREN: Proportionately less. 


SUPPLIED: Each brown-and-pink capsule contains tetracycline phosphate complex, equiv- 
alent to 250 mg. tetracycline hydrochloride; nystatin 250,000 units. In bottles of 16 
and 100. 


Upjohn 


The Upjohn Company, Kalamazoo, Michigan 
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Both CENTRAL and 


Central Antitussive Effect — mild, dependable 


Neo-Synephrine® hydrochloride 5.0 mg. 
Topical Decongestion — prompt, prolonged Thenfadil@ hydrochloride... 4.0 mg. 
Dihydrocodeinone bitartrate .................. 1.33 mg. 
Antihistaminic and Expectorant Action Potassium guaiacol sulfonate .............. 70.0 mg. 
Ammonium chloride 70.0 mg. 
Menthol ........... me. 
| Chioroform ...... 0.02 cc. 

Alcohol 8% 


Bottles of 16 fi. oz. 


Neo-Synephrine (rand of phenylephrine) sod 
Thentadii (brand of themyidiamine), trademarks reg US Pat Off. 


when anxiety and tension “erupts” in the G. I. tract... 


ILEITIS 


PATHIBAMATE 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer . . . helps control 


the “emotional overlay” of ileitis — without fear of barbiturate loginess, hangover or 
habituation... g7//) PATHILON (25 ome.) the anticholinergic noted for its extremely low toxicity 
and high effectiveness in ie treatment of many G.I. disorders. 


Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000 


*Trademark ® Registered Trademark for Tridihexethy! lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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THE FIRST TROCHE TO PROVIDE 
THREEFOLD BENEFITS 


TROCHES 


NON-NARCOTIC ANTITUSSIVE EFFICACY 
SHOWN TO APPROXIMATE THAT OF CODEINE 


With the addition of a non-narcotic antitussive 
to troche medication, ‘PENTAZETS’ provides 

a new and extended therapeutic advantage in 
this convenient form of treatment. 


Treatment of the cough too, so often a 
troublesome symptom of sore throat, combined 
with wide-range antibiotic activity and 
soothing analgesic benefit, now offers threefold 
relief in a variety of throat irritations. 


And ‘PENTAZETS’ are pleasant-tasting, too, 
making them highly acceptable, especially 
to children. 


‘PENTAZETS’ contains: 


¢ Homarylamine—a new non-narcotic antitussive with cough 
control shown to approximate that of codeine. * Bacitracin- 
Tyrothricin-Neomycin—a combined antibiotic treatment 
against many pathogenic organisms with little danger of 
unfavorable side effects. * Benzocaine—a local anesthetic for 
soothing relief to inflamed tissues. Being slowly absorbed, 
| it is especially beneficial for prolonged effect and benefit to 
ee surrounding areas. 


Each ‘PENTAZETS’ troche contains: 

Homarylamine hydrochloride ..........20 mg. 
Zinc Bacitracin ........ 
1 mg. 
Neomycin sulfate ............ 5 mg. 


(equivalent to 3.5 mg. neomycin base) 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA, 
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Therapeutic Nutrition in Chronic Disease 


and Protein Nutrition 


in Vascular Disease 


\ \ hether the eventual solution of the problem of 
atherogenesis will come out of the field of dietetics, bio- ; 
physics, or pharmacology, one fact remains undeniable: 


Adequate protein nutrition is considered of impor- 
tance for the age group most commonly affected by 
disease of the vascular system, so that the demands of 


good nutritional health might be met. : 

Meat is outstanding among protein foods. It supplies : 
all the essential amino acids, and closely approaches the 
quantitative proportions needed for biosynthesis of . 
human tissue. € 
In addition, it is an excellent source of B vitamins, 
including B, and By, as well as iron, phosphorus, potas- a 


sium, and magnesium. 


When curtailment of fat intake is deemed indicated, 
meat need not always be denied the patient. Visible fat 
obviously should not be eaten. But the contained per- 
centage of invisible (interstitial) fat is well within the 
limits of reasonable fat allowance. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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The Achievement in Skin Diseases: In a study of 26 patients with severe 
dermatoses, ARISTOCORT was proved to have potent anti-inflammatory and antipruritic properties, 
even at a dosage only 34 that of prednisone.'. . . Striking affinity for skin and tremendous potency in 
controlling skin disease, including 50 cases of psoriasis, of which over 60% were reported as 


markedly improved*...absence of serious side effects specifically noted.':?:8 


The Achievement in Rheumatoid Arthritis: Impressive therapeutic effect 
in most cases of a group of 89 patients*...6 mg. of artstocorT corresponded in effect to 10 mg. of 
prednisone daily Cin addition, gastric ulcer which developed during prednisone therapy in 2 cases 


disappeared during aristocort therapy).° 


. Rein, C. R., Fleischmajer, R., and Rosenthal, A. L.: J. A. M. A. 
165:1821, (Dec. 7) 1957. 

. Shelley, W. B., and Pillsbury, D. M.: Personal Communication. 

. Sherwood, A., and Cooke, R. A.: Personal Communication. 

. Freyberg, R. H., Berntsen, C. A., and Hellman, L.: Paper 
presented at International Congress on Rheumatic Diseases, Toronto, 
June 25, 1957. 

5. Hartung, E. F.: Personal Communication. 

6. Schwartz, E.: Personal Communication. 

7. Sherwood, A., and Cooke, R. A.: J. Allergy 28:97, 1957. 

8. Hellman, L., Zumoff, B., Kretshmer, N., and Kramer, B.: Paper 
presented at Nephrosis Conference, Bethesda, Md., Oct. 26, 1957. 

9. Ibid.: Personal Communication. 

10. Barach, A. L.: Personal Communication. 

11. Segal, M. S.: Personal Communication. 

oe 12. Cooke, R. A.: Personal Communication. 

| 13. Dubois, E. L.: Personal Communication. 
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The Achievement in Respiratory Allergies: “Good to excellent” results 
in 29 of 30 patients with chronic intractable bronchial asthma at an average daily dosage of only 
7 mg.°.. . Average dosage of 6 mg. daily to control asthma and 2 to 6 mg. to control allergic rhinitis 
ina group of 42 patients, with an actual reduction of blood pressure in 12 of these.’ 


The Achievement in Other Conditions: Two failures, 4 partial remissions 
and 8 cases with complete disappearance of abnormal chemical findings lead to characterization 
of aristocorT as possibly the most desirable steroid to date in treatment of the nephrotic syn- 
drome.*:*. .. Prompt decrease in the cyanosis and dyspnea of pulmonary emphysema and fibrosis, 
with marked improvement in patients refractory to prednisone.'®:*?:!?.,. Favorable response 
reported for 25 of 28 cases of disseminated lupus erythematosus.*® 


Triamcinolone LEDERLE 


Depending on the acuteness and severity of the disease under therapy, the initial 
dosage of arisTocorT is usually from 8 to 20 mg. daily. When acute 
manifestations have subsided, maintenance dosage is arrived at gradually, 
usually by reducing the total daily dosage 2 mg. every 3 days until the smallest 
dosage has been reached which will suppress symptoms. 


Comparative studies of patients changed to arnistocorT from prednisone 
indicate a dosage of arnistocorT lower by about 1% in rheumatoid arthritis, 

by % in allergic rhinitis and bronchial asthma, and by % to % in inflammatory 
and allergic skin diseases. With arnistocort, no precautions are necessary 

in regard to dietary restriction of sodium or supplementation with potassium. 
ARISTOCORT is available in 2 mg. scored tablets (pink), bottles of 30; 

and 4 mg. scored tablets (white), bottles of 30 and 100. 


GBD -EDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER NEW YORK 
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(CHLOROTHIAZIDE) 


wn 


Start therapy with one or two 500 mg. 
tablets of ‘DIURIL’ once or twice a day. 


BENEFITS: 


e The only orally effective nonmercurial agent 
with diuretic activity equivalent to that of the 
parenteral mercurials. 


e Excellent for initiating diuresis and maintaining 
the edema-free state for prolonged periods. 


@ Promotes balanced excretion of sodium and 
chloride—without acidosis. 


Any indication for diuresis is an in- 
dication for 'DIURIL’: 

Congestive heart failure of all degrees of severity; 
premenstrual syndrome (edema); edema and toxe- 
| mia of pregnancy; renal edema—nephrosis; ne- 
|! phritis; cirrhosis with ascites; drug-induced edema. 
% ‘ May be of value to relieve fluid retention compli- 

| SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL' 
(chlorothiazide); bottles of 100 and 1,000. 


'DIURIL' and 'INVERSINE' are trade-marks of Merck & Co., Inc. 


sfs) MERCK SHARP & DOHME 


Division of MERCK & CO., Inc., Philadelphia 1, Pa. 
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as sumple 


1-2-3 


INITIATE ‘DIURIL'’ THERAPY 


'DIURIL' is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day. 
ADJUST DOSAGE OF OTHER AGENTS 
The dosage of other antihypertensive medication 
(reserpine, hydralazine, etc.) 1s adjusted as indi- 
cated by patient response. If the patient is estab- 
lished on a ganglionic blocking agent (e.g., 'IN- 
VERSINE') this should be continued, but the total 
daily dose should be immediately reduced by 25 
to 50 per cent. This will reduce the serious side 
effects often observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION 


The patient must be frequently observed and care- 
ful adjustment of all agents should be made to 
determine optimal maintenance dosage. 


BENEFITS: 
* improves and simplifies the management of hypertension 
« markedly enhances the effects of antihypertensive agents 


e reduces dosage requirements for other antihypertensive 
agents—often below the level of distressing side effects 


* smooths out blood pressure fluctuations 
INDICATIONS: management of hypertension 
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(H¥OROKYZINE) 


links 
freedom from 


anginal attacks 


In pain. Anxious. Fearful. On the road to cardiac 
invalidism. These are the pathways of 

angina patients. For fear and pain are inexorably 
linked in the angina syndrome. 


For angina patients— perhaps the next one who 
enters your office—won't you consider new 
CARTRAX? This doubly effective therapy combines 
PETN (pentaerythritol tetranitrate) for lasting 
vasodilation and ATARAX for peace of mind. 

Thus CARTRAX relieves not only the anginal pain 
but reduces the concomitant anxiety. 


Dosage and supplied: begin with | to 2 yellow CARTRAX 

“10” tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times 
daily. When indicated, this may be increased for more 
optimal effect by switching to pink CARTRAXx “20” tablets 

(20 mg. PETN plus 10 mg. ATARAX.) For convenience, write 
“CARTRAX 10” or “CARTRAX 20.” In bottles of 100. 

CARTRAX should be taken 30 to 60 minutes before meals, on 

a continuous dosage schedule. Use pETN preparations 

with caution in glaucoma. | 

“Cardiac patients who show significant manifestations of 
anxiety should recewve ataractic treatment as part of the 
therapeutic approach to the cardiac problem.”! 


New York 17, New York 1. Waldman, S., and Pelner, L.: Am. Pract. & Digest Treat. 8:1075 (July) 1957. 
Division, Chas. Pfizer & Co., Inc. * TRADEMARK 
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and inflammation 


with BUFFERIN’ 
IN ARTHRITIS 


salicylate benefits with 
minimal salicylate drawbacks 


Rapid and prolonged relief — with less intoler- 
ance. The analgesic and specific anti- 
inflammatory action of BUFFERIN helps re- 
duce pain and joint edema—comfortably. 
BUFFERIN caused no gastric distress in 70 
per cent of hospitalized arthritics with 
proved intolerance to aspirin. (Arthritics 
are at least 3 to 10 times as intolerant to 
straight aspirin as the general population.’) 


No sodium accumulation. Because BUFFERIN is 
sodium free, massive dosage for prolonged 
periods will not cause sodium accumula- 
tion or edema, even in cardiovascular cases. 


Each sodium-free BUFFERIN tablet contains acetyl- 
salicylic acid, 5 grains, and the antacids magnesium 
carbonate and aluminum glycinate. 


Reference: 1. J.A.M.A. 158: 386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company 
19 West 50 St., New York 20, N. Y 


when anxiety and tension “erupts” in the G, I. tract... 


in spastic 


and irritable colon 


PATHIBAMATE 


Combines Meprobamate (400 mg.) 


Meprobamate with PATHILON® Lederle 


the most widely prescribed tranquilizer... helps control the 


“emotional overlay” of spastic and irritable colon—without fear of barbiturate loginess, hangover or 
-) the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 


habituation... “ 


Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. 


with PATHILON (25 zane 


Supplied: Bottles of 100, 1,000. 


* Trademark ® Registered Trademark for Tridihexethy! lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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there’s pain and 
inflammation here... comprehensive including the entire 


treatment than fibrositis syndrome 
it could be mild salicylate alone as well as early or mild 


or severe, acute rheumatoid arthritis 


... assured anti-inflammatory 


or chr onic, pr imary effect of low-dosage more manageable 


more potent and ... wide range of application 


corticosteroid’ corticosteroid dosage 


econda 
oF col ry ... additive antirheumatic ... much less 
fibr ositis — or @VEN = action of corticosteroid of treatment-interrupting 


plus salicylate?~* brings 
early rheumatoid rapid pain relief; aids ... Simple, flexible 


7 arthritis restoration of function. dosage schedule 
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in any case 
it calls for 


Composition 


Mi R 
Acute conditions: Two or three A 
tablets four times daily. After Ascorb ; 
Package ne 


desired response is obtained, 
gradually reduce daily dosage 
and then discontinue. 


References l et ; 


3. G 

Subacute or chronic conditions: : 7-145¢ 4 
Initially as above. When satisfactory Buece 
control is obtained, gradually reduce i R.B.: Pa 

the daily dosage to minimum 4 
effective maintenance level. For best 

SCHERING CORPORATION «| M 
results administer after meais and 5 
at bedtime. ; 

Precautions: Because SiGMAGEN 


contains prednisone, the 
same precautions and 
contraindications observed 
with this steroid apply also 
to the use of SIGMAGEN. 
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for your patients with 


= BRONCHIAL ASTHMA, ALLERGIC DISORDERS 
= ARTHRITIC DISORDERS = DERMATOSES 


Initial dosage: 8 to 20 mg. daily. After 2 to 7 days 
gradually reduce to maintenance levels. 

See package insert for specific dosages and precautions. 
1 mg. tablets, bottles of 50 and 500. 

4 mg. tablets, botties of 30 and 100. 


Squibb Quality—the Priceless Ingredient 


Marcu, 1958 


A NEW, CORTICOSTEROID MOLECULE WITH GREATER ANTIALLERGIC, 
ANTIRHEUMATIC AND ANTI-INFLAMMATORY ACTIVITY 


Squibb Triamcinolone 


*“KEMACORT’ IS A SQUIBB TRADEMARK 


| 
| 
$50: | 
; 
= 
® safe to use in asthma 
works 
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AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


what are the 7 “dont’s”’ 
of office psychotherapy? 


(1) Don’t argue —let patient “talk out” his troubles. (2) Don’t counsel —help 
him solve his own problems. (3) Don't be hostile—allow patient to express 
hostility without reciprocating. (4) Don’t be unsure—stress significance of 
normal or abnormal physical findings in relation to symptoms. (5) Don’t be 
too reassuring—oOveroptimism may suggest you take the symptoms too 
lightly. (6) Don’t approve or censure. (7) Don’t be too credulous— patients’ 
words may conceal hidden meanings. 


Source — Hyman, M.: Some Aspects of Psychiatry in General Practice, GP /6:83 
(Oct.) 1957. 


calmative N 0 STYN r 


Ectylurea, AMES 
(2-ethyl-cis-crotonylurea) 


for tranquil—not “tranquilized” patients 


“Anxiety and nervous tension states appeared to be most benefited....The patients 
experienced and expressed a feeling of greater inward security, serenity.... Mental 
depression, one of the undesirable side actions in many other sedatives, did not 
develop in any of the patients....”* 


*Bauer, H. G.; Seegers, W.; Krawzoff, M., and McGavack, T. H.: A Clinical Evaluation 
of Ectylurea (NOSTYN®), in press. 


dosage: Children—150 mg. (‘2 tablet) three or four times daily. Adults — 150-300 
mg. (2 to 1 tablet) three or four times daily. 


supplied: 300 mg. scored tablets; bottles of 48 and 500. 


(\ AMES COMPANY, INC + ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 44258 
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in G.I. disorders 


‘Compazine’ controls tension 
—often brings complete relief 


In such conditions as gastritis, pylor- 
Ospasm, peptic ulcer and spastic 
colitis, “Compazine’ not only re- 
lieves anxiety and tension, but also 
controls the nausea and vomiting 
which often complicate these 
disorders. 

Physicians who have used “Com- 
pazine’ in gastrointestinal disorders 
—often in chronic, unresponsive 
cases—have had gratifying results 
(87% favorable). 


Smith Kline & French Laboratories, Philadelphia 


Compazin 


the tranquilizer and antiemetic 
remarkable for its freedom from 
drowsiness and depressing effect 


Available: Tablets, Ampuls, Multi- 
ple dose vials, Spansule® sustained 
release capsules, Syrup and Sup- 
positories. 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F, 
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